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SURGERY FOR RETINAL DETACHMENT has passed 
through a decade of turmoil. In this retrospec- 
tive study, choice of procedure becomes the basic 
problem. The surgeon must make a decision in 
each case whether the old, the new, or prophy- 
lactic methods are indicated (21). The choice of 
procedure is wide, and the effectiveness of the 
procedure in each case depends primarily upon 
the surgeon—his judgment, experience, and the 
technique he uses. Whether the final result is 
restoration of binocular vision (16), or merely 
the reattachment of a degenerate retina, means 
everything to the patient. 

In the absence of rigid standards for reporting 
results, a cure or a successful operation means 
something quite different to various surgeons 
and to the patient. Lewison (37) says that most 
differences reported in end results are due to un- 
recognized or unavoidable bias in case selection. 
Johnson (30) says that the analysis of clinical 
data is primarily a problem in interpreting. The 
effectiveness of various methods of retinal de- 
tachment surgery in series of similar cases has 
not been sufficiently recorded as yet. The oph- 
thalmic surgeon must rely upon his own judg- 
ment in choosing a procedure. 

In this study, the subtle factors which influ- 
ence the clinical course of the disease will be 
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mentioned, in so far as they are known to the 
author, but the obvious problems are so much 
more important in this stage of detachment sur- 
gery that they must be given foremost considera- 
tion. When “arithmetic is guided by logic” or 
when bias of various sorts affects the choice of 
procedure, the reader will observe pertinent com- 
ment. Hidden “‘weight” factors will be assessed. 


ETIOLOGY 


The surgical cure of a retinal detachment 
depends, in part, upon an understanding of 
the etiologic factors, which are rarely identical 
in a group of consecutive cases. According to 
Hagedoorn and Sieger (22) and Agarwal (1) 
embryologic defects as well as developmental 
disorders (retrolental fibroplasia) may play an 
etiologic role in some cases of detachment of the 
retina. Arruga (4) noted that the first major 
landmark in treatment occurred with the work 
of Gonin (21). Gonin’s plan of sealing the hole 
or tear in the retina improved the cure rate to 
60 per cent by 1930. Previous to that time, the 
common treatment was prolonged bed rest, and 
the cure rate was practically zero, except in rare 
cases such as those associated with pregnancy 
and herpes zoster, in which spontaneous cures 
are the rule. 
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Myopia of 6.00 to 10.00 diopters and more 
has long been known to be associated frequently 
with retinal detachments. Arruga (4) described 
41 different types of detachment of the retina. 
Colyear and Pischel (14) and Hughes (25) have 
classified retinal detachment into five different 
types. 

Verhoeff (64) described the atrophy of the 
vitreous that occurs with aging and the subse- 
quent disturbance of hydrostatic pressure within 
the eye caused by ocular movements. Berens 
and his associates (7) also discussed this phe- 
nomenon. 

Wadsworth (65) demonstrated the changes in 
the vitreous, pointing out retinovitreal bands, 
and describing how the band pulled an oper- 
culum out of the retina. Bertha Klein (32) and 
Tamler (58) also demonstrated these bands. 
These bands may vary from the dense fibrous 
folds seen in retrolental fibroplasia to almost in- 
visible vitreous structures, and their operability 
varies with their density. The heavier the band, 
the less effective is the movement of intraocular 
fluid upon it. The heavy bands are also less like- 
ly to respond to treatment, and they may pull 
off the retina by their own traction. 

The second landmark in the surgical treat- 
ment »f retinal detachment, sclerectomy, was a 
result of the need to shorten the sclera brought 
about by the shrinkage of the vitreous and the 
retinovitreal adhesions. Sclerectomy, with its 
modifications of folding, buckling, encircling, 
and imbricating, is considered to be the new 
technique, although it was reported in this coun- 
try by Bogart (8) in 1946. He described 18 eyes, 
inoperable by other methods, in which 7 com- 
plete cures were obtained. He credited the oper- 
ation to Gonin of Zurich and Lucerne. 

Inflammatory changes often lead to retino- 
vitreal bands. These changes may occur after 
choroiditis or in other conditions which thicken 
or fibrose the retina, such as Eales’s disease. 
When severe inflammation is present, either ini- 
tially or as the result of operation, the cure rate 
drops markedly, and often these patients are 
not acceptable for any sort of operation except 
enucleation. Uveitis may lead to phthisis bulbi 
without any surgical intervention and when 
surgical manipulation is added to uveitis, it is 
frequently more than the eye can endure. 

Trauma is considered of primary etiologic 
importance. The factor of trauma is given spe- 
cial consideration in medicolegal decisions. The 


trauma may vary from a severe direct blow on 
the eye to a minor snap of the neck, as in “‘whip- 
lash” injuries, or even be a minor bump on the 
head. With increased understanding of retino- 
vitreal disease, of intraocular hydrodynamics, 
and of the “siphon” action of the extraocular 
muscles which lift the sclera with each ocular 
rotation, a more realistic opinion of the impor- 
tance of trauma in each case can be expected. 
When there is pre-existing retinovitreal disease, 
the “weight” factor of the injury should be de- 
creased. As an illustration, a person with severe 
diabetes and retinitis proliferans sued one com- 
pany for $75,000 because his retina became de- 
tached after his car was bumped lightly from the 
rear by another car. No damage was visible on 
either car. Yet the insurance company felt it 
necessary to settle for a large amount, even 
though detachment had occurred in the other 
eye previously without any injury having been 
sustained. 

Although a normal retina may be detached 
by trauma, the ratio of importance of pre-exist- 
ing disease to trauma should be more carefully 
assessed. I know of one man who had dense 
retinovitreal bands and claimed that his retina 
was detached by a sonic boom caused by a jet 
airplane passing over his home. 

Retinal detachment occurring as a complica- 
tion of cataract extraction is usually considered 
to be the result of inflammatory bands or vit- 
reous loss. It has been suggested recently that 
enzymes may have a lytic effect upon the 
retina, but no reports have yet been noted in 
the literature. 

The flapping of a round pupil in aphakia or 
in dislocation of the lens may initiate a retinal 
detachment when there are retinovitreal bands, 
or if there is sufficient hydrostatic pressure. 

The maneuver of Trantas (62), or involution 
of the globe, performed for the detection of 
retinal breaks, may in rare cases cause sufficient 
trauma to bring about a retinal detachment. 

Retinal holes and disinsertions have not lost 
any importance in the etiologic picture, although 
Teng and Katzin (61) have proved that retinal 
‘“‘breaks” exist without a detachment, and there 
are reports (14) of true retinal holes that have 
not produced detachment although present for 
many years. 

These etiologic factors are of greater impor- 
tance when bilateral retinal detachment is con- 
sidered, or in prophylactic therapy of the fellow 
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eye. In view of the variability and multiplicity 
of the etiologic factors, it is fortunately improb- 
able for each eye to be diseased in the same 
manner, and thus for the fellow eye to be auto- 
matically predisposed to detachment. 

Idiopathic bilateral retinal detachment is most 
probably based on an inherited defect and its 
incidence is low (63). However, the number of 
reports of prophylactic surgery for bilateral ret- 
inal detachment in 1,079 cases (2, 4, 14, 19, 48, 
54, 56) suggests an increasing interest in the 
problem of the bilaterality of detachment, and 
prophylaxis could well be the third landmark in 
modern detachment surgery. 


TREATMENT 


The general ophthalmic surgeon may be in 
the best position to judge the proper choice of 
procedure for any given case, provided his 
knowledge of the etiologic factors is sound and 
his observation is careful and complete. He does 
not have the responsibility to initiate new forms 
of treatment and to prove them to the profes- 
sion, in competition with other “retinal” special- 
ists. He only wants good results with the least 
difficulty. If a half hour procedure will pro- 
duce successful results, a 3 hour operation is 
contraindicated. 

Before making a choice of any of several pro- 
cedures, all surgeons should bear in mind the 
admonition of Shipman (55), whose extensive 
experience entitles him to urge more retino- 
pexies by the average surgeon and fewer scleral 
resections by the retinal specialist. He also warns 
against getting patients who have undergone 
retinopexy up too soon, and Berens (6), de- 
scribing the basic importance of the choroidal 
exudate that is produced by diathermy, agrees 
with him, as do many other investigators (23, 
42, 66). 

Retinopexy. Diathermic coagulation of the ret- 
inal hole in or through the sclera, retinopexy, is 
today still the procedure of choice for the treat- 
ment of the majority of retinal detachments (13, 
65). Individual surgical variations, including 
perforation or nonperforation, and variations in 
the extent of the diathermy are determined by 
experience. Schwartz (52) emphasizes that the 
most critical points in retinopexy are: (1) local- 
ization of the retinal breaks and (2) drainage of 
subretinal fluid. His diagrams (51) illustrating 
postoperative ophthalmoscopy are instructive, 
but ophthalmoscopy should be performed be- 


fore and during the operation, so that failures 
of omission will not occur. 

Two or three days of preoperative bed rest 
with the eyes bandaged will usually allow the 
retina to settle closer to the choroid and will 
often reveal additional pathologic changes in the 
retina. The patient usually learns to adjust his 
mind, muscles, bowels, and bladder to the re- 
quirements of convalescence during this pre- 
operative period. In many cases in which a 
*‘balloon” of retina has obscured the optic nerve, 
the head of the nerve will come back into view 
after a period of rest and what would have been 
an incurable detachment can be managed suc- 
cessfully. 

It should be remembered that the subretinal 
fluid frequently collects under the insertions of 
various extraocular muscles adjacent to the de- 
tachment area. If fluid is left and diathermy of 
the choroid is not carried out, a new detach- 
ment is likely. 

Much remains to be ascertained about the ef- 
fects of electrical energy on the retina and cho- 
roid. Irvine and Knoll (27, 33) have described 
many details. Irvine recommends direct obser- 
vation for estimating the effect of the current 
and there is general agreement as to the impor- 
tance of this. It is also helpful to have two dia- 
thermy machines available in case there is me- 
chanical failure. A second operation may be 
avoided by this precaution. Second operations 
are always more difficult to perform, are less 
successful, and are usually required because of 
a complication. 

Richard and Ellis (43) report an unusual case 
of traction bands subluxating the lens. Most 
complications occur because of too little or too 
much surgery. The most devastating of them all 
is uveitis. Inflammations existing prior to opera- 
tion frequently lead to shrinkage of the globe. 
Complications in the form of severe hemorrhage, 
cataract, or tropias may nullify the reattach- 
ment of the retina. The electroretinogram (28) 
is mentioned as an aid in prognosis and it may 
help to determine which retinas are viable and 
thus suitable for surgical intervention in question- 
able cases. Ultrasonic techniques may occasion- 
ally be of diagnostic value, especially for scleral 
ruptures (38). 

One fascinating laboratory procedure is the 
retinal suture. Paul and Fry (40) report no un- 
desirable or inflammatory result after the use of 
silk sutures in the eyes of animals. 
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Another important innovation is light coagu- 
lation. Brockhurst, Wolf and Schepens (9) be- 
lieve that light coagulation after diathermy, 
when it is needed, is of value in detachment sur- 
gery. The disadvantage of light coagulation 
alone is that it does not allow for removal of sub- 
retinal fluid. The postoperative use of light co- 
agulation cannot make up for the failure to re- 
move subretinal fluid. 

Vitreous. The use of human vitreous in retinal 
detachment surgery is advocated by Shafer and 
Bussey (53), but the procedure is not widely 
accepted. They report success in 53 per cent 
of 105 operations, which otherwise would have 
been failures, even after prior scleral surgery. 
Wadsworth (65) noted that vitreous implants 
caused a disappearance of many dense vitreal 
bands. He suggested that diathermy will prove 
to be the procedure of choice universally when 
it has been definitely established that vitreous 
implants disintegrate vitreous bands, and the 
use of vitreous is added to retinopexy. 

Our knowledge of the vitreous is still meager. 
It may contain lytic hormones. Shafer and 
Bussey (53) have demonstrated that it is self- 
sterilizing. 

The most common vitreous substitutes at pres- 
ent are air and saline, although spinal fluid has 
been used. Gelatin and plastic sponge have not 
been well received (35). 

Sclera. The most popular recent innovations 
in retinal detachment surgery have been per- 
formed upon the sclera. The modifications in- 
clude scleral lip enfolding, imbrication, buck- 
ling, overlapping, rolling, or resection, either 
penetrating or laminated; polyethylene tubing 
and other plastic materials from plugs to sponge 
have been tried (10, 11, 25, 26, 36, 39, 49, 50, 
57). 

As Bogart (8) noted, scleral resection was de- 
signed to make the sclera fit the atrophic vitre- 
ous and its bands and to catch the retina prop- 
erly in the choroidal exudate produced by dia- 
thermy. However, it is generally agreed that the 
scleral shortening is not permanent, unless asso- 
ciated with shrinkage of the globe from an in- 
flammatory reaction. Everett (17) showed that 
neither scleral folding nor resection produces 
permanent reduction in the size of the globe. He 
seems to agree with Wadsworth (65) and Shafer 
and Bussey. (53) that in cases of massive vitreous 
retraction, the answer lies in the vitreous and 
not in the sclera. He mentions the great quan- 


tities of vitreous lost in penetrating scleral re- 
section and suggests a possible benefit from the 
addition of vitreous implantation. 

Schepens, Okamura, and Brockhurst (48, 49) 
have attempted to retain the shortening of the 
sclera by diverse and ingenious uses of poly- 
ethylene tubing. Their results, as well as those 
of other investigators concerned primarily with 
the sclera, have been hampered by the absence 
of generally accepted criteria for the cure of 
detachment. 

The extensive exposure required for encircling 
the globe with a larger scleral resection, fold, or 
polyethylene tube, brings about new complica- 
tions, and the final results have not been deter- 
mined. The removal of all extraocular muscles, 
in itself likely to cause severe phorias, also af- 
fects the circulation upon which the globe de- 
pends. 

In cases of degenerated, thinned-out sclera, 
the chance of the plastic tube penetrating the 
uvea and setting up a foreign body reaction is 
considerable. This is even more of a problem 
when the procedure is performed as a prophy- 
lactic operation on the fellow eye. 

The tissue transplants advocated in certain 
foreign countries need no comment here. An 
understanding of the etiologic problems pre- 
cludes their therapeutic consideration. 

Prophylaxis. Prophylaxis against retinal de- 
tachment is generally understood, at present, to 
refer to prevention of detachment in the fellow 
eye after detachment has occurred in the first 
eye. Fleischer (19) in 1947, Perara (41) in 1954, 
Safar (45) in 1953, Schepens (48) in 1952, and 
Arruga (2) in 1951 reported 186 cases, with 103 
prophylactic operations. The incidence of bilat- 
eral retinal detachment in the 1,079 previously 
mentioned cases appears to be about 23 per 
cent. This figure seems high to most American 
surgeons. 

There is no agreement (45) upon the indica- 
tions for prophylactic retinal surgery, nor upon 
the choice of procedure. Light coagulation would 
seem to be the ideal instrument to close a retinal 
break without a detachment, but no reports 
have been made as yet. 

Observation of the fellow eye with reassurance 
of the patient appears to be the management of 
choice. These patients often have photopsia 
(7, 64) and spots before their eyes, which may 
cause them to panic. In the majority of cases no 
second detachment occurs. In a few cases, oph- 
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thalmoscopy reveals new cells in the vitreous. 
When these vitreous cells have developed sud- 
denly and the density of the vitreous is increased, 
the danger of “sloshing” of intraocular fluids 
and pulling on the retinovitreal bands is ob- 
vious. The use of pin hole glasses for a while, 
combined with antibiotics and rest, may avoid 
a detachment. This regimen might be termed 
medical prophylaxis of retinal detachment. 

Callahan (10) and Franceschetti (20) have 
tried to solve the serious problem of preventing 
detachment in a second eye that requires cata- 
ract surgery, after the first eye has been lost be- 
cause of prior surgery. Callahan reported 8 suc- 
cessful cataract extractions after a preliminary 
“retinal sealing.”? He used nonperforating dia- 
thermy in all four quadrants. Franceschetti ad- 
vocates nonperforating diathermy in the upper 
two quadrants only. 


RESULTS 


One of the subtle factors that influence the 
course of the retinal detachment has been re- 
ported upon by Asbury and Vaughan (5). In a 
series of 376 cases the cure rate in 123 clinic 
cases was 64 per cent, and the cure rate in 253 
private cases was 81 per cent. In their judgment 
this variability was due to the painstaking atten- 
tion to detail in the care of the private patients. 

Clark (13) in 1958 reported success in 95 per 
cent of 125 cases, in 52 per cent of which treat- 
ment was by diathermy alone. He emphasized 
the importance of diathermy. 

The difficulty of establishing cure rates in 
different types of detachments treated with vari- 
ous procedures is apparent from Pau’s excellent 
report in 1959 (39). He reported 3 year results 
in 433 detachment operations. The over-all cure 
rate, and he stated that cure meant reattach- 
ment, was 85 per cent. He reported cures in 90 
per cent of 262 cases in which retinal breaks 
could be found preoperatively. Of 61 cases in 
which no retinal hole was found he achieved re- 
attachment in 67 per cent. Of 24 aphakic de- 
tachments 62 per cent were healed. He operated 
on 56 patients twice and on 2 patients three 
times. His choice of procedure was not clearly 
outlined. 

Lemoine, Robison, and Calkins (36) reported 
a technique for imbrication of the sclera used in 
64 difficult detachments. The cure rate was 40 
per cent at 6 months, but only 29 per cent of the 
retinas were still in place 2 years after operation. 


TABLE I.—INCIDENCE OF CURE OF RETINAL DE- 
TACHMENT AFTER PRIMARY OPERATION IN 
3,020 UNSELECTED CASES 


Reattached 

No. of retinas 
Author, year cases Per cent 
Smith and Pierce, 1953 (56)............ 451 57-70 
Colyear and Pischel, 1956 (15)......... 369 81 
Rosengren, 1952 (44). 300 78 
Koenig and Addington, 1953 (34)....... 129 78 
Kennedy and Kozdan, 1953 (31)........ 103 47 
Safar-andi Vit, 1953 (46). 85 75 


A summary of the incidence of cure of retinal 
detachment after primary operation in 3,020 
unselected cases is given in Table I. 


CONCLUSION 


If a criterion for cure of a retinal detachment 
could be established, the cause of failure could 
be better estimated and the future perhaps 
planned for more definitely. I would like to de- 
fine a cure as the re-establishment of binocular 
vision of 20/20 to 20/40 with a usable visual 
field. This criterion is established for cataract 
surgery and should be used also for retinal de- 
tachment. Such cures should be reported for 
periods of 6 months and 2 years, and the report 
should include the visual acuity, the refractive 
error including aniseikonia (16), the muscle bal- 
ance, the percentage of fusion, and the visual 
field. 

The failures would include those with vision 
of less than 20/50, those with incurable diplopia, 
those with visual fields of 10 degrees, as well as 
those requiring enucleations. 

The follow-up of retinal detachment surgery 
for many reasons cannot be satisfactorily ac- 
complished from the hospital. Data obtained in 
the ophthalmologist’s office after convalescence 
are required. This may be considered too strict 
a definition of a cure, but it faces the problem 
head on, and should help to answer several im- 
portant questions even if only part of the data is 
available. 

Reports of the postoperative complications, 
both early and delayed, should be included. 
Among the important delayed complications 
are: (a) deaths attributable to surgery after the 
patient has been discharged from the hospital, 
(b) eyes lost after the patient’s discharge from 
the hospital, and (c) subsequent operations re- 
quired because of such conditions as cataract, 
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glaucoma, uveitis, sympathetic disease, and 
phthisis bulbi. 

Many surgeons are approaching a cure rate of 
90 per cent in their detachment surgery, based 


on 


the aforementioned requirements. Let us 


press forward collectively and individually so 
that in the future our care of retinal detachment 
may be even better. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


HEAD AND FACE 


Surgical Repair Versus Expectant Treatment in 
Traumatic Facial Palsy. Karsten Arch. 
Otolar., Chic., 1960, 71: 623. 


Hayes MarTIN AND HELSPER, in a recent study, at- 
tempted to demonstrate that after surgical section and 
sacrifice of a considerable segment of the seventh 
cranial nerve, including a portion of its main trunk 
and the peripheral plexus, there can be spontaneous 
recovery of function in a fair percentage of cases with- 
out resort to nerve grafting or any other form of neu- 
rorrhaphy. They questioned the justification for any 
form of neurorrhaphy or extensive plastic repair, ex- 
cept eyelid fusion, for paralysis of the seventh cranial 
nerve due to operative defects until at least a year or 
more has passed. They submitted, furthermore, that 
since spontaneous recovery has taken place in over 
one-fourth of their cases, there is considerable doubt 
that any of the few recoveries reported in the literature 
as due to neurorrhaphy are actually due to that cause. 
Martin and Helsper think that motor pathways to the 
facial musculature may be re-established by way of 
the fifth cranial nerve. 

The author explains why he strongly opposes this 
statement. He believes that immeasurable harm will 
be done to patients suffering from a traumatic facial 
palsy if Martin and Helsper’s advice is taken. 

— John Maloney, M.D. 


Early Management of Maxillofacial Mass Casualties. 
Cuartes C, ALLING. 7. Oral Surg., 1960, 18: 218. 


THE INCIDENCE of mass casualties encountered in gen- 
eralized thermonuclear warfare would be staggering. 
Prompt sorting and emergency treatment by medical 
and dental personnel should be the first step in recov- 
ery from such a disaster. The establishment of a patent 
airway, the control of excess hemorrhage, and the 
support of bony fragments are the complications of 
maxillofacial injuries that the dentist may be called on 
to treat. If it is not possible to effect an early reduction 
and fixation of fractures of the facial bones, then sup- 
port by head bandages should be used to make the 
patient more comfortable. The bandages will also con- 
trol tendencies to hemorrhage. 

In the event of a massive influx of patients caused 
by a national disaster, the basic principles of manage- 
ment of maxillofacial injuries will have to be stream- 
lined, but not abandoned. A system of patient evacu- 


ation and the facilities for definitive treatment are de- 
scribed. The dentist is advised how he can best fit into 
the disaster plans of his community. 

—W. Foster Montgomery, M.D. 


EYES 


Marginal (Tarsal) Ectropion. Smney A. Fox. Arch. 
Ophth., Chic., 1960, 63: 660. 


Tuis CONDITION is characterized by an eversion of the 
lower eyelid limited to the tarsal-containing portion 
only. It differs from ordinary senile ectropion, in that 
eversion does not progress beyond the tarsus and there 
is no relaxation of the tissues of the eyelid below the 
tarsus; it resembles senile ectropion, in that it occurs 
only in middle life and old age and may be unilateral 
or bilateral. 

Although at first glance it appears to be a senile 
ectropion, there is no laxity of the eyelid tissues. Ac- 
tually, the skin of the eyelid is tense and has no give. 
It is the tarsoligamentous sling of the lower eyelid 
(i.e., the tarsus with its two canthal ligaments) which 
is relaxed; the skin and muscle of the rest of the lid 
retain their normal tonus. 

The following technique is used for repair of mar- 
ginal ectropion: The lower eyelid is split into its two 
laminas for about half its central length. The width of 
the split is about 6 mm. or just beyond the attached 
border of the tarsus. At the temporal end of the split 
a vertical incision is made through the separated skin 
and muscle layer and at the medial end a similar in- 
cision is made through the tarsoconjunctiva. A hori- 
zontal incision running nasally is then made through 
the anterior lamina from the lower end of the vertical 
skin and muscle incision along the whole length of the 
split. A similar incision is made through the posterior 
lamina running temporally. In this way, two narrow 
straps are fashioned, one consisting of skin and muscle, 
and the other of tarsoconjunctiva. 

The tarsoconjunctival strap is drawn nasally until 
sufficient inversion of the eyelid is obtained so that 
the margin is placed in normal position. The excess is 
then resected and the tarsoconjunctiva is sutured with 
No. 4-0 chromic catgut. The skin and muscle strap is 
drawn temporally, the excess resected, and the wound 
sutured on the skin surface with No. 5-0 black silk. 
Skin sutures are removed on the fifth or sixth day. 

The author points out that three tissues are im- 
portant for maintaining the eyelid in position: the 
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skin, muscle, and the tarsoligamentous sling. When 
all give way, the usual senile ectropion results. When 
skin and muscle relax and the tarsoligamentous sling 
remains firm, senile entropion results. Conversely, 
when the skin and muscle remain firm and the tarso- 
ligamentous sling gives way, a marginal ectropion 
results. —Foshua Zuckerman, M.D. 


Tear Gas Burns of the Eye. L. Weston Oaks, J. ELDON 
Dorman, and Rosert W. Perry. Arch. Ophth., Chic., 
1960, 63: 698. 


Two caszs of tear gas burns of the eye are reported 
that are illustrative of most of the problems inherent 
in this condition. 

Various chemical compounds are used as sources of 
tear gas, a solid, chloracetophenone (CsxH;COCH.- 
Cl), used in police work, and liquids, benzyl bromide 
(C,H.CH,Br), chloracetone (CH;COC,-H,Cl), and 
bromacetone (BrCH,COCH;). 

The authors advise copious flushing of the eyes with 
water, removal of foreign bodies at the earliest possible 
moment, and the instillation of 0.4 per cent sodium 
sulfite in 75 per cent glycerin and 25 per cent water 
every hour for 1 or 2 days, preceded by 0.5 per cent 
pontocain as a preliminary anesthetic. The use of 
concentrated topical steroid therapy, as early as pos- 
sible, seems important. Early intravenous administra- 
tion of corticotropin (ACTH) in the seriously injured 
may be of benefit. The skin is treated by wiping with 
cotton balls soaked in a solution of 4 per cent sodium 
sulfite in 50 per cent alcohol. Bandaging and rubbing 
of eyes must be avoided. — Joshua Zuckerman, M.D. 


The Correction of Uniocular Aphakia by Means of 


All-Acrylic Anterior Chamber Implants. D. P. 
Cuoyce. Am. 7. Ophth., 1960, 49: 417. 


THE AUTHOR reports on 111 cases. He states that the 
use of intraocular acrylic implants is indicated par- 
ticularly in uniocular aphakia since ordinary spectacle 
lenses fail to correct these cases because of aniseikonia. 
Spectacle lenses can also lead to intolerable diplopia 
because of inability to fuse the two images. In some 
cases of uniocular aphakia the contact lens is helpful, 
but this is often objectionable because a high propor- 
tion of patients refuse to use the lens. 

He uses a plastic implant designed by Strampelli of 
Rome. The implant is somewhat triangular in shape, 
reminiscent of an Indian arrowhead; fits in front of 
the iris; and is held in position by contact in the 
chamber angles at three points. The actual focusing 
part of the lens is ground into its central portion. 

Intracapsular cataract extraction with a superior 
iridectomy should be performed at least 3 months 
prior to insertion of the implant. Each lens is ground 
individually, and the correction obtained with ordi- 
nary lenses placed 10 mm. in front of the anterior sur- 
face of the cornea is utilized. No attempt is made to 
anticipate or correct the cylindrical error in any case. 
Since it is important that the implant be neither too 
short nor too long, a size 1 mm. larger than the 
horizontal corneal diameter is utilized. In this regard, 
the author states that, since the cornea reaches adult 
size at approximately 2 years of age, these implants 
can be used in congenital cataract cases as well as in 
the adult. 


Complete details of the operative procedure are 
given. The operation consists essentially of a corneal 
section on the temporal side through which the im- 
plant is inserted with special forceps and pried into its 
position in the anterior chamber angles anterior to the 
iris. 

Complications within 1 week of operation include 
edema of the corneal epithelium, prolapse of the iris 
in front of the implant with secondary glaucoma, iritis 
with secondary glaucoma, and hemorrhage into the 
anterior chamber. In the period from 1 week to 3 
months after operation, endothelial corneal dystrophy 
and iritis may occur. Later complications are rare. 

His 111 cases included 7 of congenital cataract, 35 
of traumatic cataract, 9 of presenile cataract, 45 of 
senile cataract, and 15 of complicated or secondary 
cataract. 

With slight additional astigmatic correction in or- 
dinary spectacles the visual results are good. The 
author has obtained binocular function in 75 per cent 
of cases, and the psychologic benefit is particularly 
encouraging. —j. Winston Duggan, M.D. 


Chymotrypsin in Cataract Surgery. Howarp Reep. 
Canad. M. Ass. F., 1960, 82: 767. 


THE AUTHOR reports on the use of chymotrypsin for 
zonulolysis in cataract surgery. The use of the enzyme 
did not increase the frequency or severity of post- 
operative complications. —7. Jack Stokes, M.D. 


Enzymatic Zonulolysis, Harvey E. THorPe. Am. 7. 
Ophth., 1960, 49: 531. 


THE AUTHOR discusses his experience with 77 cataract 
extractions in patients between the ages of 18 and 83 
who were operated upon with the aid of alpha chymo- 
trypsin for enzymatic zonulolysis. 

The aim of this new procedure is to facilitate the 
separation of the lens capsule from its suspensory liga- 
ment for easy lens extraction without producing 
chemical damage to the intraocular tissues. 

The optimum dilution of alpha chymotrypsin for 
zonulolysis in human cataract surgery was found to be 
150 “Armour units of proteolytic activity” per c.c. 
Alpha chymotrypsin is stable when properly cared 
for but its enzymatic action may be inhibited or in- 
activated by its storage in hot areas, contact with 
dilute mixtures of alcohol, open exposure of prepared 
mixture at room temperatures for more than 6 hours, 
and contact with soaps, detergents, alkalis, acids, and 
some antiseptics. 

Enzymatic zonulolysis is preferred for: patients un- 
der 60 years of age, high myopes, and diabetics and 
others with likelihood of ciliary or retinal hemorrhage. 
It is also preferred in cases of: intumescent cataract, 
previous iridocyclitis, complicated cataract, glaucoma 
with cataracts, previously cured retinal detachments, 
and in those instances in which a tough zonule or 
fragile capsule was encountered at previous surgery 
on the fellow eye. 

The author believes that the use of alpha chymo- 
trypsin is unnecessary or contraindicated in those 
cases in which surgery on the fellow eye revealed a 
fragile zonule, in patients with a tremulous iris and 
slit-lamp evidence of vitreous hernia, in the presence 
of endothelial dystrophy, and in patients less than 16 
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years of age, because the firm hyaloideocapsular 
attachment leads to vitreous prolapse. 

The zonule separated from the lens capsule in all 
his cases with marked ease, the enzymatic action hav- 
ing been permitted to continue from 2 to 3 minutes. 
Complications during surgery were few. It is noted 
that the corneal tucking maneuver with the muscle 
hook should always be used in order to assist in sep- 
aration of the strongly attached posterior lens capsule 
and the hyaloid. 

The visual results from the use of alpha chymo- 
trypsin matched those of the previous operations in 
which enzymes were not used, and the postoperative 
corneal astigmatism was apparently not altered by 
the use of the enzyme. 

In general the author was very happy with the re- 
sults of alpha chymotrypsin. 

—j. Winston Duggan, M.D. 


Peripheral Iridectomy in Closed Angle Glaucoma. 
P. L. BraxtTerR and S. CHATTERJEE. Brit. 7. Ophth., 
1960, 44: 114. 


Tue vavuE of peripheral iridectomy in closed angle 
glaucoma is discussed. The authors point out that 
this surgical procedure has become an accepted 
method of treatment for this condition. 

The success of a glaucoma operation is generally 
assessed by (1) control of the disease with the patient 
symptom-free, the tension reduced to the normal 
limits, the facility of aqueous outflow normal or in- 
creased, no further loss of field, and the provocative 
tests normal; (2) minimal structural damage to the 
eyeball, especially with reference to the development 
of further obstruction to aqueous outflow in the form 
of peripheral anterior synechiae and with reference 
to damage to the lens; and (3) no deterioration in 
visual acuity. 

Complete success based on these criteria is generally 
too much to expect from filtration operations, and 
one may be content to control the tension even though 
this may result in further damage to the angle, as 
often happens after a trephination, or to the develop- 
ment of postoperative lens changes. This is not 
enough, however, when operating in early cases of 
closed angle glaucoma, as the risk of causing damage 
to the eyes must be very slight if surgery is to be 
justified. 

In a series of 39 cases, peripheral iridectomy con- 
trolled the disease in all but 3 patients and caused no 
further damage to any. 

In addition to describing the mechanism of closed 
angle glaucoma and the principles of peripheral 
iridectomy, the authors discuss the application of this 
operation to the treatment of different stages of closed 
angle glaucoma and describe the principal points of 
their operative technique. 

It is concluded that peripheral iridectomy is a safe 
and worthwhile procedure in selected cases of closed 
angle glaucoma. —Joshua Zuckerman, M.D. 


Fractures of the Skull, Ophthalmologic Significance. 
Frank B. Watsu, Joun W. and 
NEETENS. Bull. N. York Acad. M., 1960, 36: 238. 


Tuts 1s a preliminary report of an extensive study of 
skull trauma and its effects on the visual system. The 
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anatomy of the skull and orbit and the various mech- 
anisms of fractures of the skull and orbit are discussed. 

The signs of fracture of the orbit are exophthalmos, 
enophthalmos, emphysema, gross hemorrhage, “‘ black 
eye,” cranial nerve palsies, loss of vision, and intra- 
ocular changes. The ocular signs produced by skull 
fracture elsewhere are also discussed. 

Fack Stokes, M.D. 


EAR, NOSE, AND SINUSES 


Mobilization of the Stapes in Older Patients with 
Otosclerosis. JosepH SATALOFF and HyMAN MENDUKE. 
J. Am. Geriat. Soc., 1960, 8: 277. 


It Is THE PURPOSE of the investigation here summar- 
ized to evaluate the effectiveness of stapes mobiliza- 
tion in older patients with long standing otosclerosis. 
For the purpose of this study the authors selected 100 
consecutive private patients, aged 50 and over. All 
had otosclerosis and most admitted having had hear- 
ing impairment for 10 to 50 years. No attempt was 
made in this study to determine the duration of hear- 
ing improvement. 

All hearing studies were performed by one of the 
authors and a skilled technician, using calibrated 
equipment in a soundproof room. Hearing losses were 
measured with a calibrated 7 BP pure-tone audiom- 
eter. All hearing losses were diagnosed as due to 
otosclerosis on the basis of findings in the audiograms, 
bone conduction and speech discrimination tests, the 
tuning fork test, and physical examination. 

In the 100 patients studied, the mobilization was 
bilateral in 38; thus the operation was performed on 
138 ears. After the first operation, 75 stapes proved to 
be mobilized and 63 were not, an improvement rate of 
54 per cent. To date, 45 of the 63 unsuccessful opera- 
tions have been revised and an additional 30 ears 
have shown improvement, raising the success rate to 
67 per cent in revised cases. Thus the over-all im- 
provement rate was 85 per cent. 

There was no correlation between the results of 
stapes mobilization and the age of the patient, the 
preoperative degree of hearing loss as indicated by the 
air-conduction threshold, superimposed perceptive 
deafness, or the difference between air-conduction 
and bone-conduction thresholds. 

It would appear that a diagnosis of fixation of the 
stapes usually justifies an attempt at mobilization. 

—fohn 7. Ballenger, M.D. 


External Excisions in Rhinopl: D. 
LARD. Brit. 7. Plast. Surg., 1960, 12: 340. 


THE AUTHOR states that the use of the endonasal route 
has greatly increased the possibilities of successfully 
correcting large, long, hooked, bulbous, and mis- 
shapen noses. Through incisions hidden within the 
vestibules, reduction of the nasal lining, the cartilage, 
and the bone can be accomplished without evidence 
of skin scars. 

It is to be expected that reduction in the nasal lin- 
ing and support alone will leave excess skin. This is of 
minimal concern in moderate reductions, but becomes 
of increasing significance with greater reduction. It 
is true that distribution of this redundant nasal skin 
laterally into the cheek regions, and to a lesser extent 
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up into the glabella area, is facilitated by wide scalpel 
undermining or extensive subperiosteal freeing. There 
are three points of union—at the front of the nose, 
alae to cheek, and columella and lip, which by their 
fixed nature reflect the discrepancy of skin cover after 
the lining and support alone have been reduced. 

In high bridged noses, humped or not, satisfactory 
lowering of the bridge has a definite flaring effect on 
the side walls. To correct it, the author advocates an 
alar wedge operation which consists of taking a wedge 
of skin, the slant of the bevel varying according to the 
amount and direction of the flare of the alae. Com- 
posite crescent excision of the alar web in unilateral 
cleft lip nose is suggested by the author as almost 
routine. 

Strip excision of the alar side walls has been found 
valuable in cases of long and exceptionally thick noses 
which, when shortened radically, develop overhang- 
ing side walls, or when septal shortening exaggerates 
the relative length of the side walls. The author ad- 
vocates this operation. It has been used for a nose 
which had been operated upon many times and ended 
up resembling a potato with no columella visible. Ex- 
ternal alar strip excisions serve well in the initial pro- 
cedure. 

Columella excisions are advocated when the length 
of the midcolumn from the lip to the nasal tip is ex- 
treme: a composite wedge or block excised from the 
base of the columella could be used to reduce the ex- 
cess height. A vertical ellipse or diamond-shaped ex- 
cision from the center of a wide columella has been 
found of value in reducing the breadth and boosting 
the tip of a reconstructed nose. This excision might be 
of use in the extremely wide columella of a large nose. 
Rarely, indeed, would these excisions be indicated 
since the usual reduction measures achieve a desired 
shortening or narrowing of the columella without re- 
course to external excisions. 

The scars of these excisions are placed along nat- 
ural margins or in creases where light and shadow 
meet to render the fine and soon faded scars un- 
noticeable. The artistic indications for these sculptur- 
ing procedures are present far more than is generally 
realized and their execution can have a subtle and 
extremely valuable effect on the final result. 

—G. Obregon, M.D. 


Carcinoma of the Antrum. A. P. Cuaupruy, R. J. 
Gorutn, and Donn G. Mosser. Oral Surg., 1960, 13: 
269. 


Tue AutTuHors base their conclusions on a study of 61 
cases of primary carcinoma of the antrum observed at 
the University Hospitals, University of Minnesota in 
Minneapolis from 1943 to 1956, inclusive. 

After studying these 61 cases and reviewing the lit- 
erature, the authors conclude that carcinoma of the 
maxillary antrum is twice as common in men as it is in 
women. The highest incidence is in the sixth to eighth 
decades of life. The most common sign of an antral 
carcinoma is swelling around the eye, nose, and cheek. 
In more than 25 per cent of the patients, initial signs 
and symptoms appear in the oral cavity and consulta- 
tion with a dentist may be advisable. 

Because of the asymptomatic nature of the disease 
in its earliest stages, in the majority of the cases diag- 


nosis is not made until the disease is advanced. Upon 
admission, 88 per cent of the patients demonstrated 
roentgenographic evidence of destruction of one or 
more of the bony walls of the antrum. Metastasis js 
not as infrequent as is generally believed. In the pres- 
ent series, 17 per cent of the patients had lymph node 
involvement, and 7 per cent had generalized metasta- 
ses. There were 50 cases of ethmoid carcinoma, and 
only 2 were of the cylindroid variety. Of 52 patients, 
3 died of postoperative complications. Among the re- 
maining 49 patients, 5, 10 per cent, lived for more 
than 5 years and 8, 15 per cent, lived for 3 years. It is 
the concensus that a combination of surgery with ir- 
radiation is the treatment of choice in these patients, 
When irradiation alone was used in this series, it was 
solely because surgery was contraindicated in view of 
advanced age, poor general health, extension of the 
tumor to the base of the skull, the pterygoid fossa or 
the skin, or generalized metastases. 
—G. Obregon, M.D. 


MOUTH AND HYPOPHARYNX 


Total and Partial Reconstruction of the Lower Li 
with Innervated Muscle-Bearing Flaps. Ricuarp C, 
WEBSTER, RICHARD J. CorFrEy, and Roserr E. 
KELLEHER. Plastic & Reconstr. Surg., 1960, 25: 60. 


THE AuTHoRs describe a modification of Bernard’s 
procedure in which the skin incisions more closely 
follow the normal lines of the face. They use the semi- 
ee of excision suggested by Bromley Freeman 
in 

Thus an upper or lower lip can be totally or par- 
tially reconstructed physiologically in one stage. 
These are innervated muscle-bearing flaps with skin 
and oral mucosa. —BHenry S. Patton, M.D. 


Fibrous Dysplasia of the Mandible in Children. 
een L. Lewin. Plastic & Reconstr. Surg., 1960, 


THE AUTHOR reviews the literature, history, histology, 
and symptomatology of fibrous dysplasia and presents 
3 cases of his own. 

Fibrous dysplasia occurs primarily in young adults 
and adolescents, sometimes in children. When the 
long bones are affected, the symptoms are: weakening 
of the bone structure; distortion of the bone under 
physical stress; and, finally, pathologic fractures. 
However, in the craniofacial skeleton in general and 
in the mandible in particular, the main and usually 
the only symptom is a deformity resulting from tume- 
faction. Functional disturbances are rare and occur 
only in advanced stages. In a typical case, facial 
swelling or asymmetry is noted accidentally. The 
swelling may remain stationary or may enlarge 
slowly. 

Complete excision of a single lesion of fibrous dys- 
plasia practically assures cure; however, complete ex- 
cision requires a segmental resection and often a 
hemimandibulectomy. Such a radical procedure is 
not justified for a lesion that is benign, does not 
metastasize, and is in most instances self-limiting. 

Not all cases of fibrous dysplasia require surgical 
treatment. The accepted practice is to perform con- 


" servative operations, but only when the degree of 


deformity warrants them. Conservative surgical treat- 
ment consists of “ trimming” or partial removal of the 
tumor, reducing the mandible to more normal pro- 
portions. Recurrences have often been reported, how- 
ever, and secondary, more extensive operations have 
been required. 

These benign tumors do not always follow the be- 
nign course generally anticipated. Although the ac- 
cepted treatment of this disease is conservative, more 
radical measures are indicated when the clinical be- 
havior of the lesions requires them. Treatment cannot 
always be curative, and one may have to aim toward 
the best possible rehabilitation of a young patient. 

—G. Obregon, M.D. 


Subperiosteal Segmental Resection of the Mandible. 
Louis T. Byars and E, Scuatten. Plastic 
Reconstr. Surg., 1960, 25: 142. 


Tue AuTHoRS of this article present 2 cases of subperi- 
osteal resection of the mandible which was carried out 
in children. 

In 1 case, the operation was indicated for fibrous 
dysplasia, and in the other, for an ossifying fibroma. 
The postoperative roentgenograms taken in both of 
these cases showed regeneration of the bone as early 
as the fifth postoperative week. The authors arrived at 
the conclusion that segmental resection of the mandi- 
ble is followed by rapid deposition of the bone in the 
defect when a portion of periosteum is preserved and 
the mandibular fragments are maintained in their 
proper relationships. They further state that it is likely 
that bone regeneration will not occur after subperi- 
osteal resection of the mandible in adults. Regenera- 
tion of bone in adults has been demonstrated after 
subperiosteal resection of ribs. 

Subperiosteal resection is applicable only in the 
excision of a benign tumor of the mandible. Excision 
of such benign tumors as fibrous dysplasia, osteoma, 
or central fibroma that involve the entire thickness of 
a mandible often results in removal of a complete seg- 
ment of the bone. Arteriovenous fistulas in the mandi- 
ble and intraosseous adamantinomas may require 
resection of a segment of the mandible. Subperiosteal 
resection of these tumors will obviate the reconstruc- 
tive procedures often necessary to correct deformities 
that result from mandibular resection. 

Internal bar fixation is an effective method of main- 
taining the proper relationship of mandibular frag- 
ments after resection of a segment or one entire side of 
the mandible. A length of stainless steel wire 0.062 cm. 
in diameter is inserted snugly into holes drilled close 
enough to the lower border of the mandible to avoid 
unerupted teeth or roots of teeth. The wire bridges the 
space between the mandibular fragments and main- 
tains the length of the defect. If a wire is inserted in 
line with the mandible, the wire may gradually pene- 
trate further into bone and the fragments will come 
closer together before bone regeneration occurs. In 
order to avoid this, the ends of the wire should be 
blunt, and the wire should be bent so it is not directly 
in line with the bone. 

In both patients there has been normal growth of 
the regenerated mandible resulting in good occlusion, 
normal range of movement of the mandible, and sym- 
metry of the face. The technique described is applica- 
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ble in the excision of a benign tumor of the mandible 
and does not result in serious deformity of the face. 
—G. Obregon, M.D. 


SALIVARY GLANDS 


Neoplastic Infiltration of the Aponeurosis in Mixed 
Tumors of the Parotid (Le Fo neoplastiche 
della loggia aponeurotica nei tumori misti della paro- 
Pennisi. Rass. internaz. clin. ter., 1960, 

: 147. 


THE AUTHOR REPORTS on studies made on mixed 
parotid tumors at the Institute of Pathologic Anatomy 
and Histology at the University of Naples, Italy. Ac- 
cording to the histologic picture the tumors are con- 
sidered to have an endothelial or epithelial origin 
with ample mesenchymal participation. 

A series of patients were seen in whom, after a pro- 
longed benign phase in which the tumor remained 
within the capsule, a second phase developed in which 
the tumor invaded the capsule in its lodged portion 
and extended to its anatomic borders. 

Anatomic studies were made on parotid glands 
taken from the fetus at term or those well advanced 
in their development. With horizontal sections it is 
possible to determine the contour of the gland and 
also to recognize the exact topography of the carotid 
vascular peduncle which represents the internal apex 
of the gland. 

According to the classic description, the parotid 
gland is enclosed in a split layer of the superficial 
cervical aponeurosis. However, the modern concep- 
tion is that the gland lies outside the aponeurosis and 
forces it internally so that part of the gland remains 
uncovered by the aponeurosis. 

In benign tumors, septa extend from the capsule 
and divide the tumor tissue into lobes. Long epithelial 
canaliculi are often seen to extend along the septa. In 
advancing stages the capsule becomes thinned out 
secondary to the tumor growth. This thinning is fol- 
lowed by infiltration and perforation of the capsule 
and formation of a neoplastic mass which surrounds 
the original tumor. When the internal apex of the 
gland is involved at the carotid vascular peduncle, a 
rapid route for emigration of neoplastic elements is 
possible. The above points are considered of practical 
importance and should be kept in mind when excising 
neoplasms of the parotid gland. 

—Lucian F. Fronduti, M.D. 


NECK 


Laryngectomy; Past, Present, and Future. NormMaNn 
JESBERG. Ann. Otol. Rhinol., 1960, 69: 184. 


THE AUTHOR outlines the early history of laryngec- 
tomy, emphasizing that early discouragements were 
due in large part to the late stage of the lesions treated. 
Limited exposure of the larynx has been replaced by 
wide exposure, and the removal of the strap muscles, 
together with all or part of the hyoid bone, permits 
the removal of the pre-epiglottic space which may be 
a site for early direct spread of anterior glottic or sub- 
glottic lesions. The use of neck dissection has also 
added much to the efficacy of current surgical tech- 
niques. 
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Irradiation has given poor results in the treatment 
of extensive laryngeal cancer, but there is clearly a 
place for radiation therapy in small localized lesions. 
Systematized instruction in esophageal speech can 
now restore nearly all patients undergoing total 
laryngectomy to a useful productive life. Future de- 
velopments will, the author believes, consist largely 
in the more general use of current surgical techniques 
including prophylactic and curative neck dissection. 
The more general use of the tracheoesophageal fistu- 
lizing operation, described by Conley, may prove to 
be valuable. — John R. Lindsay, M.D. 


Thyroid Disease in Missouri. THomas W. Burns and 
AxcuN SayMAN. Missouri Med., 1960, 57: 433. 


DurRING THE PERIOD of July 1955 to December 1958, 
thyroid disease was diagnosed in 102 patients among 
9,487 admissions to the University of Missouri Medi- 
cal Center in Columbia. A comparable incidence was 
reported by several other Missouri hospitals. No at- 
tempt was made to compare the gross incidence figure 
with institutions outside of Missouri. In all major 
categories of thyroid disease the preponderance of 
females was striking. The incidence of myxedema was 
high in comparison with figures from other institutions 
and in relationship to the frequency of other types of 
thyroid disorder at the institution. No predilection of 
any category of thyroid disease for a particular region 
in the state of Missouri was noted. The possibility of 
gaining worthwhile clues to the basic causes of thyroid 
diseases through epidemiologic studies deserves 
emphasis. —John J. Maloney, M.D. 


Management of the Child with Thyroid Carcinoma. 
Atvin B. Hayes, Rocer L. J. KENNEDY, OLIVER H. 
Beaurs, and Lewis B. WooLner. 7. Am. M. Ass., 1960, 
173: 105. 


Carcinoma of the thyroid in children is a relatively 
rare condition which has been recognized with in- 
creased frequency during recent years. It occurs more 
often among girls than boys, the ratio being 2 to 1 in 
our series of 59 cases. The diagnosis is established by 
biopsy, but the disease should be suspected in any 


child with nodular goiter or persistent cervical 
adenopathy. 

Carcinoma of the thyroid in children almost al- 
ways grows slowly, although metastasis occurs early 
and may be extensive at the time the disease is recog- 
nized. The method of treatment depends upon the 
type and extent of the carcinoma. Whenever possible, 
all carcinomas should be surgically excised. When 
complete surgical excision is impossible, radioiodine 
should be used, provided the tumor will accumulate 
iodine. Tumors that will not accumulate iodine 
should be treated with roentgen rays or radium. 


Carcinoma of the Thyroid in Association with Struma 
Lymphomatosa, Hashimoto’s Disease. W. C. SHANps, 
Ann. Surg., 1960, 151: 675. 


To THE 66 REPORTED CASES of carcinoma of the thy- 
roid in association with Hashimoto’s disease found in 
the literature, the author adds 3 additional cases. 
Two were papillary adenocarcinomas, in 1 of which 
a regional lymph node was involved. The third case 
was a Hiirthle cell adenocarcinoma found in a very 
small circumscribed nodule. These 3 cases were 
taken from a group of 400 consecutive thyroidecto- 
mies, of which 44 were performed for struma lymph- 
omatosa. Preoperative examination in 2 of the 3 
cases revealed bilateral enlargement and nodularity 
of the thyroid gland. In the third case these changes 
were confined to one lobe. 

Included in this report is a brief discussion of the 
clinical diagnosis of Hashimoto’s disease and the 
varying requirements for the histologic diagnosis of 
struma lymphomatosa. The evidence for and against 
the concept that Hashimoto’s disease is the result of 
an autoimmunization process is also reviewed in 
this report. 

The conclusion is drawn that the possibility of an 
associated malignant thyroid neoplasm in a patient 
with Hashimoto’s disease must be considered. Be- 
cause of the fact that the majority of these tumors 
are papillary adenocarcinomas of low grade malig- 
nancy, the prognosis after adequate treatment is 
thought to be favorable. —John W. Braasch, M.D. 


SURGERY OF THE NERVOUS SYSTEM 


CEREBRUM, CEREBELLUM, AND 
HYPOTHAL-AMUS 


Bilateral Studies of Cerebral Oxygen Uptake in 
Young and Aged Normal Subjects and in Patients 
with Organic Dementia. N. A. Lassen, I. FEINBERG, 
and M. H. Lane. 7. Clin. Invest., 1960, 39: 491. 


CEREBRAL OXYGEN UPTAKE was determined in 11 
young normal adults, 5 aged normal subjects, and 9 
aged subjects suffering organic dementia. Bilateral 
Kr modification of the inert gas method was em- 
ployed. Patients were subjected to both psychome- 
trics and psychiatric interview examination. 

The 9 subjects with organic dementia had cerebral 
oxygen uptake which was significantly reduced below 
the level of both the young and aged control groups. 
The reduction of cerebral oxygen uptake is considered 
to be a rough quantitative measure of cerebral degen- 
erative lesion revealed functionally by the dementia. 

— Joseph Ransohof, M.D. 


A New Surgical Approach to Cerebral Saccular 
Aneurysms (Ein neuer operativer Zugang zu den 
sackfoermigen Aneurysmen der basalen Hirnge- 
faesse). W. TOnnis and W. Wa Wien. med. 
Wschr., 1960, 110: 145. 


‘THE AUTHORS DESCRIBE the various routes by which 
aneurysms of the internal carotid, middle cerebral, 
and posterior communicating arteries may be 
reached. They favor approaching the aneurysm 
through a longitudinal incision in the rostral portion 
of the superior temporal gyrus. 

This method has been used in 11 patients. The 
aneurysm was left-sided in 7. In this group, 3 patients 
had transient psychic disturbances and 2 had a tran- 
sient aphasia. Of the 4 patients with right-sided 
aneurysms, 2 had transient psychic disturbances. 
None had visual field defects and none had permanent 
neurologic disabilities. —Sanford Larson, M.D. 


Rupture of Congenital Intracranial Aneurysm in 
Pregnancy. THomas A. DAANE and Roy W. Tanpy. 
Obst. Gyn., 1960, 15: 305. 


‘THE AUTHORS recently had a favorable outcome in a 
case of pregnancy complicated by a known large in- 
tracerebral vascular anomaly not amenable to com- 
plete surgical eradication. This patient had expe- 
rienced spontaneous subarachnoid hemorrhage 15 
months prior to the onset of gestation. She was deliv- 
ered of a viable infant by elective caesarean section 
under local anesthesia in the thirty-ninth week. 

This case prompted the authors to review their dis- 
ease and operations index for a 10 year period, Sep- 
tember 1947 to September 1957, relative to pregnancy 
complicated by intracranial vascular lesions. The re- 
view revealed 3 previously unreported cases of spon- 
taneous subarachnoid hemorrhage in pregnancy, 1 of 
which subsequently was proved to be due to a rup- 


— intracranial aneurysm. These cases are reported 
in detail. 
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During the 10 year period surveyed, the Obstetric 
Department managed 24,221 deliveries, with 3 cases 
of spontaneous subarachnoid hemorrhage proved or 
probably resulting from ruptured intracranial aneu- 
rysms. This approximates an incidence of 1 : 8,070 
deliveries, but the figure is probably lower than the 
true incidence of this complication. 

The primary differential diagnosis is that of fulmi- 
nating eclampsia. From the standpoint of symptoma- 
tology, epigastric pain and type of convulsion or head- 
ache may be helpful in the differential diagnosis. Se- 
vere hypertension and/or generalized edema favor 
eclampsia, as does severe proteinuria. However, hyper- 
tension, proteinuria with convulsions, and/or coma 
may be noted in both conditions and can make differ- 
ential diagnosis most difficult. It must be stressed that 
when intracranial disease is considered, a neurologist 
or neurosurgeon should be consulted. 

Immediate surgical treatment of any demonstrable 
aneurysm appears to be indicated. 

The authors report 3 cases of spontaneous subarach- 
noid hemorrhage in pregnancy. One was proved and 
the other 2 were probably due to ruptured congenital 
intracranial aneurysm. Their cases bring the total re- 
ported number of this complication to 97 cases, 42 
proved and 55 probable.—Byford F. Heskett, M.D. 


A Particular Angiographic Sign in Meningiomas of 
the Tentorium; The Artery of Bernasconi and 
Cassinari. P. Frucont, A. Nort, F. GAuiiciontr, and 
V. Gramausso. Neurochirurgia, Stuttg., 1960, 2: 142. 


In 1956 Bernasconi and Cassinari first reported the 
finding of an unusual artery by arteriography, which 
they considered to be specific for meningiomas of the 
tentorium. The authors have reviewed their cases of 
verified tentorial meningiomas and found this same 
specific artery in 8 of their 9 patients. It was not found 
in 48 who had temporo-occipital gliomas or in 15 pa- 
tients with metastatic tumors, all surgically verified. 
The artery of Bernasconi and Cassinari has a very 
fine or thin laciness. In the sagittal view it seems to 
take origin from the intracavernous portion of the 
internal carotid artery and then courses backward, 
upward, and medially, describing a curve with a 
medial cavity. In the lateral view, the artery appears 
to arise from the sellar region and courses backward 
almost horizontally, parallel to the ridge of the 
petrous bone. Anyone interested should review the 
excellent roentgenographic reproductions in the 
article. —Jack I. Woolf, M.D. 


Pontine Angle Tumor. Bencr Livieguist. Acta radiol., 
Stockh., 1959, Suppl. 186. 


THIS MONOGRAPH is a review of a large series of pa- 
tients with expansive processes in the posterior cranial 
fossa who have been studied by the methods of lumbar 
encephalography developed by Lindgren and his 
collaborators. 

There are included 64 cases of extracerebral space- 
occupying lesions in the pontine angle, 63 of which 
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were confirmed by operation. There were 50 cases of 
acoustic neuroma, 5 of meningioma in the pontine 
angle, 2 cases of neuroma of the gasserian ganglion, 1 
case of neuroma of the proximal portion of the 
trigeminal nerve, and 1 each of chordoma, choleste- 
atoma, appendyoma, plexus papilloma, subarachnoid 
cyst, and vascular deformity. About 35 millimeters of 
air are used in these studies, and no fluid is withdrawn. 
Although ordinary roentgenographic studies of the 
skull will very often give information in a case of 
acoustic neuroma, they will do this only when the 
tumor has reached such a size that removal is quite 
difficult. This type of roentgenographic study re- 
quires considerable experience but is not hazardous 
even in patients with increased intracranial pressure. 
—WNicholas Wetzel, M.D. 


Cerebral Microangiomas (Mikroangiome des Gehirns). 
J. Gervacu and H. P. Jensen. Langenbecks Arch. klin. 
Chir., 1960, 293: 481. 


THE VARIOUS TYPES of cerebral vascular malforma- 
tions are reviewed, and the pathologic anatomy of 
each is described briefly. 

Most of the report is devoted to an analysis of a 
series of 21 cases of small vascular malformations 
which the authors term microangiomas. The preop- 
erative diagnosis in most of these cases was intracranial 
tumor. An intracerebral hematoma was present in 18 
of the patients. The vascular lesion was demonstrated 
angiographically in 18 patients. 

The authors believe that rapid serial angiography 
is essential for this purpose. —Sanford Larson, M.D. 


Hydrocephalus. JosepH RANsoHOFF, KENNETH SHUL- 
MAN, ard Ropert A. FisHMan. 7. Pediat., S. Louis, 
1960, 56: 399. 


THE AUTHORS attempt to summarize the current 
knowledge concerning the physiology of the cerebro- 
spinal fluid. 

Concerning hydrocephalus, they point out that 
there are three major causes of the condition: neo- 
plasms, congenital malformations, and posttraumatic 
or postinflammatory adhesions. 

The diagnosis of hydrocephalus is noted to be based 
on repeated observation of the infant’s head. It is 
emphasized that active hydrocephalus does not occur 
in the face of a closing fontanelle and, conversely, that 
a constantly enlarging fontanelle is cause for further 
diagnostic study. The technique for ventriculography 
is discussed and illustrated by representative roent- 
genograms. 

All treatment results must be measured against the 
known spontaneous arrest rate of approximately 50 
per cent. Arrest via therapy may, however, result in a 
better cosmetic result than that achieved by nature. A 
review of current medical therapy is pointed out to 
be most disappointing, whereas surgical therapy is 
aimed at either rerouting the fluid or reducing the 
amount of fluid produced. 

A brief description and the reported results are then 
given of all major forms of surgical therapy currently 
employed, including choroid plexectomy and shunts 
into the vascular septum, the ureter, the peritoneum, 
the eustachian tube, and the fallopian tube. Finally, 
the authors give their own statistics based on 83 hy- 


drocephalics treated by ventriculopleural shunts, 
Sixty-five per cent of these patients were arrested and 
60 per cent became normal. It is stressed that much 
work remains to be done concerning the physiology of 
the cerebrospinal fluid with the aim of developing 
more effective medical and surgical treatment. 


Hydrocephalus Internus. W. Luyenpijk and J. A, 
Noorpyjk. Acta chir. Neerl., 1960, 12: 87. 


Tue AUTHORS describe a method of drainage into the 
abdominal cavity for hydrocephalus internus (com- 
municating and non-communicating) utilizing a plas- 
tic tube to which a plastic sheath “petticoat” con- 
taining multiple perforations has been added at the 
abdominal end. This “petticoat” drain gives better 
results than simple tube drainage since the blockage 
of the drain by growth of peritoneal tissue in or about 
the tube often observed with simple drainage tubes 
does not occur. 

Lumboperitoneal drainage is accomplished in the 
communicating form and ventriculoperitoneal drain- 
age in the noncommunicating form. The advantages 
of these operations are said to be: (1) The operation 
is simple; (2) the body suffers no direct loss of fluid or 
electrolytes; and (3) the absorption properties of the 
visceral and parietal peritoneum seem to be adequate. 

The possible disadvantages to be considered are: 
(1) Blockage of the plastic tube which must provide a 
passage between the lumbar space and the ventricle 
into the abdominal cavity; and (2) the unresolved 
question of what will happen as the child grows up. 
This is especially important in the ventriculoperitoneal 
drainage because of the lengthwise distance which 
must be bridged. 

The operation was performed on 22 children at the 
University Hospital, Leyden, Netherlands; however, 
complete data were reported on only 14. The authors 
are of the opinion that this method utilizing the 
*‘petticoat” drain seems to be more promising than 
other methods thus far described. 

—John 7. Hudock, M.D. 


Results of 1,000 Consecutive Basal Ganglia Opera- 
tions for Parkinsonism. Irvine S. Cooper. Ann. Int. 
M., 1960, 52: 483. 


Since 1952, more than 1,000 operations have been 
performed in the author’s clinic for the relief of the 
tremor and rigidity of Parkinson’s disease. Most of 
these procedures have been chemopallidectomies and 
chemothalamectomies. During this time, 5,000 pa- 
tients with Parkinson’s disease have been evaluated. 
The surgical procedures have been most effective in 
the relief of tremor and rigidity. Disturbances of 
speech, of swallowing, and of salivation have not been 
benefited. Oculogyric crises and profuse perspiration 
have been ameliorated in about one-half of the pa- 
tients with these symptoms. 

It is emphasized that, in addition to tremor, rigidity, 
and abnormal gait, many of these patients have 
autonomic and emotional disturbances. 

The ideal candidate is a patient with predom- 
inantly unilateral tremor and rigidity, without 
autonomic or emotional difficulties. 

The author believes that physiologic, as well as 
anatomic, co-ordinates are necessary. He advocates 


surgery relatively early in the course of the disease 
before the patient becomes significantly disabled. 

Of the 1,000 patients, 80 per cent are reported to 
have obtained relief of tremor and rigidity. The 
mortality rate was 2.4 per cent, and the incidence of 
permanent hemiparesis and hemiplegia less than 3 per 
cent. —Sanford Larson, M.D. 


hysectomy in the Treatment of Metastatic 
Otor H. Pearson and Bronson 
S. Ray. Am. F. Surg., 1960, 99: 544. 


DurING THE PERIOD from March 1954 to September 
1959, surgical hypophysectomies were performed 
upon 343 patients with metastatic mammary car- 
cinoma. 

All patients who underwent hypophysectomy had 
evidence of advanced metastatic disease. Most of 
them had received other forms of endocrine and radi- 
ation therapy. No attempt was made to select patients 
for hypophysectomy. The only criterion for accep- 
tance was the opinion as to whether the patients could 
survive the surgical procedure. 

The hormonal replacement therapy after the oper- 
ation consisted of 37.5 mgm. of cortisone and 120 mgm. 
of desiccated thyroid orally per day. 

Only objective evidence of improvement was con- 
sidered a significant result. All patients who had ob- 
jective improvement also had subjective improvement. 
Of the 144 patients who obtained objective remissions, 
123 demonstrated regression and 21 demonstrated 
arrest. 

The results in the first group of 89 patients are 
nearly complete, since only 3 patients are still in re- 
mission and only 5 are still living. The 3 patients 
have had remissions of 54, 45, and 41 months, respec- 
tively, and the other 2 patients who are living have 
survived 58 and 45 months, with remissions that 
lasted 48 and 24 months, respectively. It is apparent 
that about 40 per cent of the patients obtained objec- 
tive remissions which lasted more than 6 months and 
averaged about 1.5 years. 

The most reliable index found for predicting a 
favorable outcome was a previous good response to 
oophorectomy in the premenopausal patient. The 
patients with more slowly progressing tumors were 
more likely to respond to hypophysectomy. 

Hypophysectomy is recommended by the authors 
as the initial systemic treatment of choice for post- 
menopausal patients and for those who have had a 
previous favorable response from oophorectomy, 
when adequate facilities are available to perform this 
procedure. — Joseph Ransohoff, M.D. 


Surgical and Stereotaxic Hypophysectomy for Can- 
cer (Hypophysectomie pour cancer; voie chirurgicale, 
voie stéréotaxique). C. Gros, A. RoitcEn, and B. 
Vianoviteou. Ann. chir., Par., 1960, 14: 253. 


THE AUTHORS report a series of 28 hypophysectomies 
performed for a variety of types of malignant disease. 
Twenty-one of the patients had carcinoma of the 
breast with metastases. Of the 28, 12 were treated by 
surgical removal of the hypophysis through a frontal 
craniotomy, and the remaining 16 had pellets of 
yttrium 90 implanted into the sella turcica. The 
yttrium was used in the form of beads which gave a 
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radiation of 70,000 rads in a zone of about 3 mm. The 
beads were placed under roentgenographic control by 
means of special trocars passed through the nasal 
passages. General anesthesia was employed. 

The authors do not believe the two series are com- 
parable since they operated upon the patients whose 
general condition was better. However, the complete- 
ness of hypophysectomy seemed to be about the same 
in the two groups as judged from the endocrine changes. 
In 50 per cent of those operated upon surgically, sub- 
jective relief of pain was obtained almost immediately; 
whereas of those patients having a radioactive hy- 
pophysectomy, only 25 per cent achieved such a result. 
Polyuria was rare and transitory after the radioactive 
hypophysectomy, but in 4 cases cerebrospinal fluid 
fistulas occurred. Three of these subsided spontane- 
ously. 

The radioactive hypophysectomy is much less up- 
setting to the patient than the standard surgical 
procedure, but the results that are obtained are not 
quickly apparent. —WNicholas Wetzel, M.D. 


PERIPHERAL NERVES 


Brachial Plexus Injuries (Ueber Verletzungen des 
Plexus brachialis). H. R6uuic. Chir., Leipzig, 
1960, 85: 345. 


THE Cause, clinical picture, and treatment of brachial 
plexus injuries in 23 patients are presented. 

Twenty patients had surgical treatment. Surgical 
indications included lack or cessation of improvement 
after 4 to 6 months, pain, and trophic changes. Severe 
scarring of the components of the brachial plexus was 
found in 13 patients; division of the elements of the 
plexus in 2 patients; and neuroma in 1. 

Neurolysis was performed in 13 cases; nerve suture 
in 2, and excision of neuroma in 1. The surgical tech- 
nique and postoperative management are described. 
Of the 20 patients operated upon, 9 had improved 
motor function, sensation was improved in 9, and 
pain was relieved in 7. Of the 3 patients without 
surgery, all had improved motor function, sensation 
was better in 1, and 1 patient experienced relief of 
pain. Of the 23 patients, 15 were significantly im- 
proved, 2 slightly improved, and 6 unimproved. 

—Sanford Larson, M.D. 


A Clinical and Electrical Study of Ulnar Nerve 
Lesions in the Hand. Peter Ese.inc, R. W. 
yiaTT, and P. K. Tuomas. 7. Neur. Neurosurg. Psychiat.. 
Lond., 1960, 23: 1. 


NINE PATIENTS with ulnar nerve lesions in the hand 
were studied for motor nerve conduction times. Seven 
lesions appeared to be occupational or traumatic neu- 
ritis. Four patients required operations; synovioma, 
thickening of the pisohamate ligament and a ganglion 
were found. In 1 patient exploration was negative. 
Spontaneous improvement without operation occurred 
in 5 patients. 

Seven patients had involvement of the deep palmar 
branch of the ulnar nerve distal to the origin of the 
branches to the hypothenar muscles, and 2 patients 
had a lesion of the main ulnar nerve trunk at the 
level of the pisiform bone with definite hypothenar 
muscle and sensory involvement. 
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Electrical investigations were carried out with re- 
cording coaxial electrodes in one or more intrinsic 
hand muscles and stimulation of the ulnar nerve trunk 
by surface electrodes placed at the wrist, medial 
epicondyle, and axillary levels. 

A double-beam oscilloscope recorded stimuli and 
action potentials. Fifty control observations were made 
on healthy nerves to determine normal latency. It 
was found that a patient with damage to the ulnar 
nerve in the hand may show profound slowing of 
nerve conduction over the affected segment. In some 
cases the time from the wrist to the interossei muscles 
was increased five or six times the normal figure, and 
some increase in latency was seen in all but 1 case. 
Most patients showed abnormal muscle action poten- 
tials. Nerve conduction may be slowed proximal to a 
local lesion. 

Measurement of motor nerve conduction time pro- 
vided a quantitative estimate of the severity of nerve 
damage. Serial measurements proved particularly 
helpful in the detection of early recovery. 

—Paul H. Crandall, M.D. 


SYMPATHETIC NERVES 


Effect of Thoracolumbar on the 
Clinical Course of Primary (Essential) Hyper- 
tension, a 10 Year Study. KenNetH A. EVELYN, 
M. Sincu, WILLIAM P. CHAPMAN, GEORGE A. 
Perera, and H. THALER. Am. 7. Med., 1960, 28: 188. 


Firty MEN and 50 women with primary hypertension 
and subjected to thoracolumbar sympathectomy were 
matched in significant clinical and laboratory find- 
ings with a control group chosen by three hyperten- 
sion clinics. Each control patient had been followed 
up for at least 10 years under symptomatic treatment, 
and the clinical profiles of the pairs were almost iden- 
tical in the 13 criteria used, in addition to age and sex. 

Operation was more effective in reducing the aver- 
age level of blood pressure than in preventing occa- 
sional high levels. Orthostatic hypotension was still 


present at 2 years in one half of the operative patients, 
and there was no real difference between those who 
were to survive 10 years and those who died earlier, 
Headache of moderate degree was improved in about 
half of the patients in both groups, but severe head- 
ache was almost never relieved, and early death was 
the rule. Cerebrovascular accidents were notably not 
prevented nor their recurrence avoided in the group 
treated by sympathectomy. Papilledema and ret- 
inopathy, on the other hand, seemed effectively con- 
trolled by operation. Mortality rate for the pairs 
was not significantly different. 

The presence of preoperative complications in car- 
diac, cerebral, renal, and retinal status created a 
strikingly unfavorable outlook in both groups. Cere- 
brovascular accidents were more common in the series 
of patients operated upon and renal failure in the 
nonoperative series of patients. Minor degrees of 
deterioration were less frequent in the surgically 
treated survivors than in the controls and may prove 
significant in their later course. Although operative 
responses may be occasionally dramatic, direct com- 
parison of the two groups is disappointing with regard 
to over-all lowering of morbidity and mortality. 

— Edward B. Schlesinger, M.D. 


Changes in Renal Clearance After Lumbar Sympa- 
thectomy (Gegensinnige Clearance-Umkehr nach 
lumbaler Sympathektomic). G. CAaRsTENsEN and 
F. Hotte. Langenbecks Arch. klin. Chir., 1960, 293: 427. 


THE AUTHORS have studied the occurrence of creati- 
nine and para-aminohippuric acid in 35 patients be- 
fore and after lumbar sympathectomy. In general, 
their findings indicated that the postoperative creati- 
nine and para-aminohippuric acid clearances have an 
inverse relation. If one is increased, the other is de- 
creased after surgical intervention. 

The authors postulate that this phenomenon is 
connected with the change in the neural control of 
renal function after sympathectomy. 

—Sanford Larson, M.D. 
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SKIN AND SOFT TISSUES 


Congenital Absence of Skin. A. W. Farmer and M. D. 
MaxmeEN. Plastic G Reconstr. Surg., 1960, 25: 291. 


CONGENITAL ABSENCE OF SKIN in the newborn occurs 
as localized areas of skin deficiency most commonly 
involving the scalp. They tend to be circumscribed 
punched out ulcers which, when seen early, are sur- 
faced by a thin dry membrane. These lesions are dif- 
ferentiated from developmental anomalies of skin in 
which the skin develops but is deficient or unusual in 
other respects. 

One hundred fifty cases have been reported to date. 
Nine patients treated at the Hospital for Sick Children 
in Toronto, Canada between 1947 and 1958 are 
added to the literature with this report. In 2 of these, 
the defect of skin was large and there was an accom- 
panying bony defect. Associated congenital anomalies 
are prominent. Satisfactory recovery was obtained by 
rotation flaps and split skin grafting. Eight years after 
repair of the scalp, 1 patient showed complete bony 
restitution. The second patient showed considerable 
decrease in the bone defect 2 years after surgical 
repair of the scalp. —Carl Schiller, M.D. 


Dupuytren’s Contracture. A. R. WAKEFIELD. Surg. 
lin. N. America, 1960, 49: 483. 


THE OPERATION for Dupuytren’s contracture should 
aim at removal of the affected fascia in such a way as 
to relieve existing contractures insofar as possible, and, 
if it is possible to take a margin of normal fascia 
around the affected bands, so much the better; but 
one should not under any circumstances aim at any- 
thing further than this. Removal of more than the af- 
fected fascia may be attended by possible complica- 
tions that would outweigh the small advantages. The 
author believes that care of the skin is of utmost im- 
portance and prefers a large Z-plasty in the hand and 
a small one over the proximal phalanx to the usual 
combined transverse and midlateral hand incisions 
used in these cases. 

The hand is always maintained in a position of rest 
for a week, after which the patient is encouraged to 
use his hand as far as possible. If the patient cannot 
fully flex the fingers into a tight fist by the end of a 
month, the result is disappointing. 

It is far more important to restore a full flexion 
range than it is to worry about the completeness of the 
recovery of extension. 

An edematous, painful, stiff hand may develop 
without hematoma or any other evidence of post- 
operative trouble. It is particularly prone to occur in 
elderly patients with other signs of rheumatic dis- 
turbance and, above all, is associated with ill-consid- 
ered physiotherapy in the early postoperative period. 

€ management of this distressing complication, if it 
occurs, is entirely conservative and efforts should be 
directed solely at light, purposeful, occupational 
therapy of a sort that produces no pain. 

—Preston 7. Burnham, M.D. 


Dermatofibrosarcoma Protuberans. BeNcEL L. Scuirr, 
Murray J. Tye, ArtHur B. Kern, Giuseppe Mo- 
RETTI, and Francesco Roncuese. Am. 7. Surg., 1960, 
99: 301. 


THE LOCALLY MALIGNANT NEOPLASM Of the skin known 
as dermatofibrosarcoma protuberans, an entity first 
thought to be a neoplastic change in breast tissue 
arising in the mammary ridge, has been analyzed both 
clinically and histologically by many authors. Both 
neurogenic and traumatic origins have been con- 
sidered, but neither etiologic theory has stood up 
under close scrutiny. The close similarity under the 
microscope between dermatofibrosarcoma protuber- 
ans and sclerosing hemangioma should be pointed 
out, and it is important for the pathologist to know 
the clinical picture in each instance. The malignant 
nature of this particular tumor lies somewhere be- 
tween the ordinary benign fibroma and the true 
sarcoma. 

Although several authors have described diffuse 
metastases from dermatofibrosarcoma protuberans, 
not a single instance of such dissemination has 
been proved at autopsy. In many cases there have 
been local recurrences after inadequate surgery, 
and this bears out the general belief that dermato- 
fibrosarcoma protuberans should be removed radically 
in order for permanent cure to be obtained. The 
work of Pack and Tabah, who studied 39 patients, 
has demonstrated that not a single instance of metas- 
tasis to lymph nodes or viscera occurred. 

Four cases of the tumor occurring in 3 males and 
1 female are presented. In the first patient, three 
biopsies, each being reported as a different lesion, 
were obtained, the last report showing dermatofibro- 
sarcoma protuberans. In this instance, wide removal 
resulted in a 5 year cure. In the second case, the 
lesion was typical in that it arose as an elevated 
mass in the skin, gradually increased in size, and was 
not painful. In this case a 5 year cure has also been 
obtained by wide resection. Interestingly enough, in 
3 of the 4 cases the lesion arose in the shoulder area. 
In the third case it was widely resected and there 
was a 6 year cure, whereas in the fourth instance the 
tumor recurred 3 years after the initial resection but 
no regrowth occurred 7 years after the final resection. 
In the last case there was some controversy over the 
histologic diagnosis, but undoubtedly the tumor is of 
the dermatofibrosarcoma protuberans variety. 

— William R. Nelson, M.D. 


The Malignant Gland in the Axilla. HepLey ATKins 
BricitrE Wotrr. Guy’s Hosp. Rep., Lond., 1960, 


NINE PATIENTS have been seen in the breast clinic 
of Guy’s Hospital, London, since 1947 with a car- 
cinomatous lymph node in the axilla and no detectable 
primary tumor at that time. This report is the result 
of a study of these patients’ records to determine if a 
presumption of primary mammary carcinoma is 
justified in such patients generally. 
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The literature on this subject shows that almost 
all cases reported are studied retrospectively and 
selected to favor those in whom a carcinoma of the 
breast eventually materializes. Most reports are of 
single cases but there are several of a more significant 
number of patients. For example, Weinberger in 
1951 reported 5 patients who were first seen with 
malignant lymph nodes in the axilla and all of whom 
had occult mammary carcinomas removed by radical 
mastectomy. Owen in 1954 studied 27 occult car- 
cinomas of the breast and showed that 20 had macro- 
scopic tumor, 5 had microscopic tumor, and in 2 no 
tumor of the breast was found. 

Of the nine cases from Guy’s Hospital, 5 patients 
demonstrated a primary tumor of the breast 23 days 
to 17 months after a carcinomatous gland was removed 
from the axilla. One of these patients is alive 10 years 
after radical mastectomy and another survives 3 
years after bilateral radical mastectomies 9 months 
and 15 months after removal of the carcinomatous 
axillary gland. Another patient has sustained a 
regression of metastatic tumor after hypophysectomy. 

Four patients had no demonstrable source of 
primary carcinoma. Three died of widespread car- 
cinoma and 1 is alive 18 months after axillary biopsy. 
The latter patient received roentgen ray therapy to 
the ipsilateral breast. . 

The evidence does not show a single correct method 
of treatment for a patient with a carcinomatous 
axillary lymph node. However, after appropriate 
study fails to reveal a primary carcinoma, removal of 
the ipsilateral breast appears to be prudent. 

— John 7. Bergan, M.D. 


PLASTIC REPAIR 


The Problem of the Outstanding Ear. SamuEt Fomon, 
Juuius W. BELL, JosepH LuBart, ALFRED SCHATTNER, 
R. Syracuse. Arch. Otolar., Chic., 1960, 

12753, 


THIS COMPREHENSIVE ARTICLE deals with the patho- 
genesis, classification, history, and management of the 
outstanding ear. 

In this approach, the ear is divided into three com- 
ponents by two lines. One passes horizontally across 
the ear where the antihelix divides into the superior 
and inferior crus; the other is on a line with the 
antitragus. Each element in the upper, middle, and 
lower segment is corrected individually, thus restoring 
the normal configuration. —Carl Schiller, M.D. 


Flap Grafts to the Upper Extremity. Wituiam L. 
Wuite. Surg. Clin. N. America, 1960, 49: 389. 


IN ANY TRAUMATIC SKIN DEFICIT of the hand the primary 
objective is to adequately cover the involved part in 
order to preserve function, to provide for adequate 
return of blood flow, and to avert contractures and 
postoperative edema. The author treated 51 patients. 
He prefers the flap graft obtainable from the various 
quadrants of the abdomen and anterior torso. 

The types of injuries encountered in the author’s 
series were: postinjury ischemia with infections, deep 
extensive burns, electrical burns, extensive avulsions, 
amputations, and machinery and gunshot wounds. In 
each of these cases, observed at the University of 


Pittsburgh, Pennsylvania, the injury was profound; 
the treatment was meticulous, practical, and man- 
datory. 

Grafts of the upper extremity may consist of a split- 
thickness graft, a flap and/or tubular graft, depending 
upon the extent of the lesion and thickness of the skin 
best suited for the recipient area. The results of flap 
grafts are predicated upon: adequate circulation, 
immediate closure (when possible) of donor site, 
avoidance of tension between skin flap and recipient 
part, prevention of infection, and primary suturing of 
flap to recipient wound. 

Severance of the flap should not be executed prior 
to 21 days. By and large, flaps based laterally on the 
anterolateral chest wall, which derive their circulation 
from the intercostal vessels and thoracoepigastric sys- 
tem, are more desirable. This skin is thinner, more 
pliable, and more amenable to reconstructive pro- 
cedures on the hand and forearm. 

Complications encountered by the author were: (1) 
thrombosis with loss of transferred tissue due to size, 
trauma, thinning, torsion, tension, angulation, and 
movement of flap and (2) infection of both recipient 
and donor sites. —Samuel L. Governale, M.D. 


Reconstruction of the Hand by the Local Transfer of 
Composite Tissue Island Flaps. ERLE E. Peacock, 
Jr. Plastic G Reconstr. Surg., 1960, 25: 298. 


In ADDITION To pollicization of the index finger, there 
are other useful applications for the island pedicle 
flap. Utilization of the island pedicle principle in a 
variety of cases is herewith presented. Digits which 
are severely damaged and which cannot be restored 
to usefulness should not be preserved for financial or 
emotional reasons, particularly when these digits may 
contribute valuable tissue which can be used in the 
reconstruction of the rest of the hand. The question 
which has to be answered in each case is whether the 
finger or amputation stump can contribute more to 
over-all function in its damaged state or be more use- 
ful by contributing spare parts to a more important or 
less damaged area. 

Illustrated examples are reviewed, demonstrating 
the use of island pedicle flaps to restore skin and areas 
of sensation and for the transfer of digits and com- 
posite grafts. Two interesting cases are also cited and 
the anatomy is reviewed to show that the dorsal 
artery to the thumb is capable of nourishing this digit 
independently and that the collateral circulation of a 
digit from its adjacent finger may be sufficient to 
nourish it via the distal end of the common digital 
vessels, even though the proximal portions of the com- 
mon volar vessels have been destroyed by the trauma. 

—Carl Schiller, M.D. 


The Versatile Cross-Finger Pedicle Flap. H. DEAN 
Hoskins. 7. Bone Surg., 1960, 42-A: 261. 


THE AUTHOR emphasizes the usefulness and versatility 
of the cross-finger pedicle flap in the resurfacing of 
the volar, dorsal, and tip surfaces of the fingers or the 
thumb; the procedure is usually necessitated by 
trauma. 

In general, pedicle flaps are indicated when bone 
or joint surfaces are exposed; when flexor tendons and, 
occasionally, extensor tendons are exposed; when 


SURGERY OF THE INTEGUMENT AND CONNECTIVE TISSUES 225 


there is need for soft tissue padding; or when second- 
ary reconstructions are anticipated. In general, elderly 
patients are not good candidates for such proce- 
dures. Hands showing degenerative or other arthritic 
changes do not tolerate these procedures well. 

The cross-finger pedicle flap supplies functionally 
adequate tissues without significantly disturbing the 
function or appearance of the donor digit. Practically 
any dorsal or volar area on the fingers can be resur- 
faced with dorsal skin and subcutaneous tissue from 
an adjacent finger and most areas on the thumb can 
be similarly covered. 

The proper donor digit and the site of the pedicle 
flap on that digit are chosen by placing the recipient 
digit in various positions about the adjacent digits to 
find the position of least strain. It is inadvisable to 
use skin in proximity to the nail root on the dorsum of 
the distal segment of the fingers because of circulatory 
considerations. If necessary, the recipient digit may 
partly cross over the donor finger. Tissues volar to the 
midlateral line of the donor digit are not used. ‘The 
flap should be made somewhat larger than the defect. 
The pedicle must be made somewhat longer than the 
donor site in order to allow for the length of the 
bridge. Adjustments may be necessary to make sure 
that the flap fits the recipient area without tension 
and without acute folding or twisting of the pedicle. 

The donor site is then covered with a split-thick- 
ness graft somewhat larger than the defect at the 
donor site on the dorsum of the donor finger. Three 
weeks postoperatively the pedicle of the flap is sec- 
tioned through the bridge. — ohn R. Close, M.D. 


BREAST 


The Inhibition of Breast Engorgement with Endocrine 
Substances and Its Possible Role in the Prevention 
of Puerperal Breast Abscess. W. E. BRown, JAMES 
Hacter, F, E. Morcan, and Mose Situ III. South. 
M. F. 1960, 53: 548. 


THE FIRST PORTION of this study was concerned with 
several series of patients who were treated with a 
variety of endocrine substances in an effort to dem- 
onstrate modification of mammary engorgement and 
suppression of lactation. When suckling occurred 
lactation always followed, regardless of the degree of 
inhibition of engorgement or the hormone employed. 
Severe postpartum engorgement of the breast was 
noted in 25 per cent of the control group as compared 
to 11 per cent of the patients treated with estrogens, 
14 per cent of those treated with androgens, and 15 
per cent of those treated with mixed estrogens and 
androgens, 

The second portion of the study was concerned with 
the factors responsible for puerperal bacterial mastitis 
and abscess. The incidence of this complication in- 
creased from 0.1 per cent prior to 1958 to 1.5 per cent 
during the interval from January 1958, through June 
1959. There were 60 cases of puerperal abscess of the 
breast in 4,048 births. Only 1 of the 234 patients in the 
group given hormones had puerperal mastitis, an in- 
cidence of 0.4 per cent. Although cognizant of the 
hazard of drawing inferences not amenable to statis- 
tical proof, the authors were impressed by the almost 
complete absence of mammary abscesses in the hor- 


mone treated patients. These observations suggest 
that such hormonal manipulations altered the physio- 
logic aspects of engorgement and lactation so that 
bacterial mastitis and abscess formation were avoided. 
—Stephen W. Carveth, M.D. 


Significance of Discharge from the Nipple in Non- 
puerperal Ma Conditions. Murray M. 
CopELAND and Tuomas G. Hiceorns. Ann. Surg., 1960, 
151: 638. 


AN ANALYysIs was made of 67 cases of discharge from 
the nipple among 810 patients with breast disease 
followed up at the Georgetown University Hospital, 
Wasbington, D. C., between 1947 and 1959. Of the 
67 patients, 42 had benign breast disease and 25 had 
cancer. The discharge was serosanguineous or bloody 
in 27 cases; of these there were 15 instances of cancer 
and 12 benign breast conditions. Among patients 
with serous or cloudy discharge, there were 10 cases of 
cancer and 30 of benign breast lesions. 

Contrary to general experience, a discharge from 
the nipple in chronic cystic mastitis was encountered 
five times more often than in intraductal papilloma. 
In patients between the ages of 20 and 49 years, nipple 
discharge from benign lesions occurred more often 
than from breast cancer in a ratio of better than 2:1. 
In the age groups between 50 and 79 years, bloody 
and serous discharge from the nipple assumed an in- 
creasingly serious significance. A discharging breast in 
which no mass is palpable must be held suspect, until 
proved otherwise, of harboring either a precancerous 
lesion (intraductal papilloma, adenosis) or cancer. 

—Harvey W. Baker, M.D. 


Phyllode or Mixed Tumors of the Mammary Gland 

Tumeurs phyllodes du sein ou tumeurs mixtes de la 

glande mammaria). M. Bonaros and J. PERRET-Bory. 
Arch. ital. pat. clin. Tumori, 1959, 3: 1823. 


‘THE PHYLLODE TuMmoRS bear the same relationship to 
the breast that mixed tumors bear to the salivary 
glands. The tumors present definite structural similari- 
ties, such as the same number of epithelial cells, 
similar structural polymorphism, and similar heteroge- 
neous tissue characteristics, marked by lack of any 
organoid formation. The phyllode growths are looked 
upon as being epitheliomatous in nature, their com- 
ponents having a common origin of glandular type 
epithelium. They arise from the stroma of the mam- 
mary connective tissue. 

Phyllode tumors pass through two stages of develop- 
ment. In the first stage the tumor grows slowly and is 
benign, while in the second stage it grows rapidly and 
assumes sarcomatous characteristics. The authors call 
a tumor in the first stage an adenofibroma, and one in 
the second stage, an adenosarcoma. In 30 per cent of 
the cases the phyllode tumor recurs after removal and 
it is considered a form of dystrophy which affects the 
entire gland. Only 15 per cent of the tumors progress 
into the second stage, a malignant form. Emphasis is 
placed on the fact that phyllode tumors must be re- 
moved radically. As in the treatment of mixed tumors, 
the entire gland is removed. Any histologic variation 
between a mixed tumor and a phyllode is due to the 
difference in the structure of the organ of origin. 
Phyllode tumors differ from mixed tumors in their 
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abundance of sarcomatous tissue and their frequency 
in women; these differences can be attributed to the 
fact that the mammary gland is prone to malignant 
changes. —Vincent Ippolito, M.D. 


Validity of Pathologic Diagnosis of Breast Cancer. 
GeorcE LINDEN, JoHN W. Curing, Davin A. Woop, 
Lewis W. Guiss, and Lester Brestow. 7. Am. M. 
Ass., 1960, 173: 143. 


THE CALIFORNIA TUMOR REGISTRY is a central registry 
of 38 hospitals in California that is operated by the 
Bureau of Chronic Diseases of the California State De- 
partment of Public Health. A 5 year survival rate of 
44 per cent for patients with breast cancer was reported 
from this registry for the period extending from 1942 
to 1948. 

The validity of the diagnosis of breast cancer in the 
California Tumor Registry was questioned on the 
premise that the microscopic diagnosis may have been 
incorrect. As a result a committee was appointed to 
undertake a study of the validity of pathologic diag- 
nosis in patients with breast cancer who survived 5 
years or longer. The microscopic slides were to be 
independently reviewed by three outstanding patholo- 
gists. It was estimated that of all 1,452 cases only a 10 
per cent sample of randomized cases could be expedi- 
ently reviewed. : 

The first review by the three pathologists yielded a 
majority decision of “‘cancer” for more than 90 per cent 
of the cases. A secondary review of additional slides 
brought the percentage of confirmed diagnoses of can- 
cer to 95.6 per cent. It appears, therefore, that the 5- 


year survival rate of 44 per cent of patients with breast 
cancer reported by the California Tumor Registry is 
valid. It would also appear that the level of accuracy 
in microscopic diagnosis in cases of breast cancer found 
in this particular registry probably prevails throughout 
the state of California. —FEdward F. Lewison, M.D. 


Tissue Culture as a Guide to Hormone Therapy and 
Prognosis of Mammary Carcinoma (Moeglichkeiten 
der Prognosestellung bei Mammakarzinom und 
Lenkung der Hormonbehandlung durch die Gewebe- 
kultur). I. Turart, L. Georcescu, and Gu. Lazar, 
Rol. Chir., Leipzig, 1960, 85: 198. 


THE ROLE of hormones, surgery, and roentgenology 
in the treatment of various breast cancers is reviewed. 
For years the authors have used the methods of tissue 
culture for the study of cellular behavior, rate of 
cellular growths on tissue media, and their reaction 
to the various hormones. They have come to the con- 
clusion that the growth characteristics of cancer cells 
on tissue cultures, the numbers of monstrosities of tis- 
sue, and their infiltrative powers toward neighboring 
structures are factors which enable the observer to 
predict prognosis and choose therapy. 

Additions of various hormones to tissue cultures 
prove their influence on the biology of the neoplastic 
cells. Testosterone and folliculin added to culture 
media are utilized therapeutically in vivo after they 
have proved inhibitory to neoplastic growth in vitro 
on a particular diseased tissue. This method can be 
carried out with all anticancer substances. 

—Otto Weiss, M.D. 
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SURGERY OF THE ‘THORAX 


CHEST WALL 


On Rare Congenital Deformities of the Thoracic Wall. 
K. Asp and M. Sutamaa. Acta chir. scand., 1960, 118: 
392. 


Tue AUTHORS analyzed 25 cases of congenital de- 
formity of the thoracic wall observed from 1952 to 
1959. The indications for surgical treatment are con- 
sidered. 

The developmental anatomy is discussed in rela- 
tionship to each of the thoracic wall deformities. The 
majority of the cases reported are cases of Sprengel’s 
deformity and pectus carinatum. Two cases of ectopia 
cordis are reported. 

In the majority of patients the symptoms were few 
and the cosmetic disturbance predominated. In most 
cases the anomalies had been noted soon after birth; 
however, pigeon breast was often not noted until the 
patient was 2 to 4 years old. 

One of the cases of pectus carinatum was associated 
with a diaphragmatic hernia. In 2 cases a defect of the 
ribs was associated with a dysgenesis of the pectoralis 
major muscle. 

In the surgical treatment, the cosmetic and func- 
tional disturbances must be balanced against the 
operative risk. Sprengel’s deformity was treated by 
freeing the scapula of muscular attachments and 
caudal transposition and fixation. Pigeon breast was 
treated by resection of costal cartilages and fracture 
of the protruding sternum. 

In 1 case of ectopia cordis the sternum was missing 
in its entirety and the heart was covered by skin only. 
The anterior thoracic wall was reconstructed with 
bone plates removed from the skull. The superior 
thoracic strait was narrowed by medial position of 
the sternocleidomastoid muscles. 

Of this group of 25 patients with rare congenital 
deformities of the thoracic wall, 20 were operated 
upon with no complications. The indications for 
operation were the combined cosmetic and functional 
defects. —Richard L. Lawton, M.D. 


Marlex Mesh as a Prosthesis in the Repair of Tho- 
racic Wall Defects. Joun GraHaAM, Francis C. 
Usuer, Jonn L. Perry, and Howarp T. BarKLEy. 
Ann. Surg., 1960, 151: 469. 


TRAUMATIC OR SURGICAL INTERFERENCE with the tho- 
racic cage may predispose to serious paradoxical mo- 
tion, concomitant with disturbances of respiratory 
physiology and inadequate ventilation of lung tissue. 
When an adequate surgical resection is carried out, 
resulting in a large defect of the chest wall, a stable 
reconstruction of the thoracic wall may not be pos- 
sible with the available autogenous tissues. While the 
employment of autogenous tissue is desirable, it may 
not be readily available at the site of excision. At- 
tempts have therefore been made to secure a suitable 
prosthetic material which can be made readily avail- 
able, is easily sterilized, becomes incorporated in liv- 
ing tissues, adds stability to the thoracic wall, and 
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does not interfere with physiologic chest wall move- 
ment. It should not potentiate infection, should be 
physiochemically inert, should not elicit a foreign 
body reaction, or cause delay in wound healing. 

Marlex polyethylene is a relatively new plastic ma- 
terial. It is a high-density polyethylene produced from 
ethylene gas in a carrier solution by catalytic action 
at relatively low pressures. This new plastic possesses 
a highly crystalline molecular structure affording an 
unusually high softening temperature and high tensile 
strength as compared with that of conventional poly- 
ethylene. Its tensile strength is 50,000 to 150,000 
pounds per square inch. It is readily made into a 
monofilament by hot-melt extrusion, and mesh made 
from this filament is nonwettable and possesses out- 
standing chemical resistance. 

The authors employed marlex mesh as a prosthesis 
in 13 patients for the repair of thoracic wall defects 
resulting from surgery. The intrapleural technique 
was used in all but 1 case, and it is the method recom- 
mended. Palpation of the wounds 4 to 6 weeks after 
operation revealed a sound chest wall repair; and 
paradoxical movement, if present, was found to be 
minimal by the third postoperative day. Infection 
developed in 1 case, but it responded to appropriate 
antibiotics, and the marlex mesh did not have to be 
removed. 

From the clinical experience gained, the authors 
believe that marlex mesh is admirably suitable as a 
prosthetic material in the repair of thoracic wall 
defects. —Ely Elliott Lazarus, M.D. 


Injuries of the Thorax (Les traumatismes thoraciques). 
S. ScHNewer and F. Sagcesser. Helvet. chir. acta, 
1960, 27: 34. 


IN THIS MONOGRAPH of 82 pages, the authors review 
the surgical knowledge relating to the nature and 
treatment of injuries to the thorax which has accumu- 
lated during and since the last world war. In a pre- 
liminary discussion of the pathophysiology of thoracic 
trauma, consideration is given to thoracic pain, to 
obstruction of the trachea or bronchi, to intrathoracic 
compression including open and closed pneumothorax, 
to spasm of the glottis or of the bronchi, and to insta- 
bility of the chest wall. All forms of thoracic injury 
create mechanical conditions which lead to tissue 
anoxia, and the origin of this anoxia is more complex 
than that of classical shock, necessitating a precise 
approach to diagnosis and therapy. 

The main body of the report consists of a detailed 
discussion, illustrated with case reports, of the more 
common forms of thoracic injury. These include 
thoracic commotion and contusion, wounds of the 
chest wall, fractures of the ribs and sternum, hemo- 
thorax, pneumothorax, chylothorax, rupture of the 
trachea or of the bronchi, traumatic rupture of the 
esophagus, trauma of the lungs and of the heart or 
great vessels, and rupture of the diaphragm. Each 
entity, with its diagnosis and treatment, is discussed 
authoritatively from a wide experience gained at the 
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University Surgical Division at Lausanne, Switzer- 
land. There is an extensive, recent bibliography ap- 
pended. 

In the treatment of thoracic injury, first considera- 
tion must be given to means for restoration of stability 
of the chest cage and of proper pulmonary function. 
Tracheotomy is among these medns. If there is intra- 
thoracic compression, as by hemothorax or pneumo- 
thorax, this must be corrected. Conjointly with all 
this, shock must be treated. Further therapy is dic- 
tated by frequent roentgenograms. Massive intrave- 
nous infusions, injudicious use of morphine, and hy- 
perventilation are to be avoided. The efficacy of 
proper treatment is often dramatic. A knowledge of 
the pathophysiologic mechanisms which are involved 
in trauma to the thorax may be translated directly 
into practical results. —Elmer V. Dahl, M.D. 


Discontinuous Resection of Cartilage in the Treat- 
ment of Progressive Rib Cartilage Necrosis (Dis- 
kontinuierliche Knorpelresektionen im Behandlungs- 
plan der progressiven Rippenknorpelnekrose). G. 
BoOrcer. Thoraxchirurgie, 1960, 7: 612. 


DEsPITE THE ANTIBIOTICS, hematogenous and lym- 
phogenous infection of costal cartilages still occurs, as 
does infection of these structures by extension from a 
variety of inflammatory processes or directly by trau- 
ma. Infection leads to progressive necrosis of the carti- 
lage. There is no isolation of healthy from diseased 
cartilage by granulation tissue, such as that which 
occurs in bone in osteomyelitis. The inexorable prog- 
ress of the lesion has led to coinage of the term “‘chon- 
dronecrosis dissecans progressiva.” 

Resection of the diseased cartilage, including wide 
margins of healthy tissue, usually fails to arrest the 
process because of spread of the infectious agent in the 
operative field during operation. This frequency of 
recurrence has led many surgeons to attempt resection 
of the entire involved cartilage. Radical surgery of 
this sort is difficult when the infectious process in- 
volves the cartilage of the lower ribs, which are united 
to each other by cartilagenous bridges. Infection of 
the lower rib cartilages readily crosses the midline at 
the xiphisternal junction and, then, if radical resection 
is performed it must be performed on both sides. 

To avoid extensive resections for infection of the 
lower costal cartilages, the author advocates a two- 
stage operation. The first stage is a preparatory opera- 
tion and consists of the resection of a short segment 
of healthy cartilage from each rib which attaches to 
the infected focus. About 3 weeks later, when the 1 to 
1.5 cm. surgical defects in the cartilage have been 
filled in by granulation tissue, the diseased cartilage, 
now completely isolated from the uninvolved parts of 
the rib cage, is removed in a second operation. This 
operation spares much of the healthy rib cage and 
prevents the respiratory difficulty which usually ac- 
companies the more radical resections, especially when 
there is bilateral disease. —Elmer V. Dahl, M.D. 


Chest Wall Tumors. Harotp C. Spear, DeWitt C. 
“i and Joun G. Cuesney. Dis. Chest, 1960, 
373 S20. 


THE EXPERIENCE gained in the treatment of 30 chest 
wall tumors is presented by the authors. Seventeen 


of the tumors were benign and the majority of these 
were either neurogenic tumors or chondromas, 

Eleven of the tumors were primary and of these 5 
were chondrosarcomas. The remaining 6 primary 
tumors consisted of a plasma cell myeloma and 5 
other varieties of sarcoma. 

The authors point out that the benign appearing 
chondroma is perhaps the most insidious of all chest 
wall tumors. Three of the 5 chondrosarcomas in this 
series had appeared initially as small painless tumors, 
which were subjected to multiple biopsy procedures 
or inadequate local excisions over extended periods 
of time. In order to secure good results in these cases 
an adequate primary en bloc resection should be per- 
formed, and this circumstance prevailed in only 2 of 
the 5 cases in this series. 

Two metastatic tumors are included in this series, 
Four of the 11 patients with primary tumors are living 
and well after surgery. 

All primary chest wall tumors should be subjected 
to early and adequate excision. This almost invariably 
should involve approach by means of a thoracotomy, 
and the pleural space should be entered two or more 
interspaces above or below the tumor in order to 
evaluate the nature and extent of pleural involve- 
ment. A local excision may be performed at first and 
then a radical re-excision of the entire wound can be 
carried out if warranted by the report on the frozen 
section. 

For the potentially malignant neurogenic tumors 
and chondromas, a primary total local excision should 
be performed. The patient should then be followed 
up closely for several years and at the first indication 
of local reccurence, a radical resection should be 
carried out. 

The authors have found prostheses unnecessary in 
the repair of chest wall defects subsequent to the re- 
section of these tumors. | —Frank J. Milloy, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Rescue Breathing for the Partly Drowned. LyLe 
Bucuanan. Med. 7. Australia, 1960, 1: 405. 
THE PHysIOLoGY of drowning is described in detail. 
The author discusses rescue breathing in general and 
then outlines the methods of mouth to mouth and 
mouth to nose breathing. The article is well illustrated 
and has great value to anyone coming into contact 
with drowning or partly drowned persons. 
— John 7. Maloney, M.D. 


Expired Air Resuscitation. J. Cox, R. Wootmer, and 
. Tuomas. Lancet, Lond., 1960, 1: 727. 


TEsTs INDICATE that expired air resuscitation is effec- 
tive in maintaining respiration for the victim and 
tolerable for the donor. 

For the purposes of the experiment a mouth-to- 
airway method was used in preference to direct 
mouth-to-mouth resuscitation. The airway was modi- 
fied so that respiratory volumes and carbon dioxide 
tensions could be measured. Twenty-two anesthetized 
and paralyzed patients undergoing surgery served as 
subjects. They were successfully ventilated for periods 
of 15 to 115 minutes by volunteer donors who had had 
no previous experience with expired air resuscitation. 
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Hypoxia did not occur. The patients’ end-tidal carbon 
dioxide concentration could be kept below 5.6 per 
cent with minute volumes of 10 liters. Gastric disten- 
tion was noted in 2 patients. The limiting factors in 
time of maintenance of resuscitation were tired hands 
and boredom on the part of the donors. 

The studies indicate that expired air resuscitation 
is an effective alternative to the standard methods of 
artificial respiration. —Lockert B. Mason, M.D. 


Thoracic Surgery in the Aged. Norman G. G. HEPPER 
and Pup E. BerNAtz. Dis. Chest, 1960, 37: 298. 


THE AUTHORS reviewed the records of 61 patients, 70 
years of age or older, who underwent pulmonary re- 
sections at the Mayo Clinic, Rochester, Minnesota, 
during the 10 year period from 1947 to 1956. The 
average age of the patients was 71.3 years and the 
oldest was 79 years of age. 

Forty-eight of these 61 patients underwent resec- 
tions for primary carcinoma of the lung. The inci- 
dence of squamous cell carcinoma in this elderly 
group of patients was 66 per cent, almost twice that 
found for all age groups in a previous report from 
this same clinic. There were no small cell carcinomas. 

Deaths occurring within 1 month of the date of 
operation were considered surgical mortalities. Total 
surgical mortality was 17 per cent and the mortality 
rate for patients undergoing pneumonectomy was 29 
per cent. The mortality rate for patients undergoing 
lobectomy or segmental resection was 8 per cent. 

The authors believe that the mortality rate in this 
group of elderly patients can be made more accept- 
able by a careful selection of surgical candidates. 
Attention should be given to histories of digitalis or 
steroid therapy so that adequate amounts of these 
drugs may be administered postoperatively. Any evi- 
dence of retained secretions in the postoperative peri- 
od should be treated vigorously and tracheostomy in 
these patients may be of more value than in the 
younger age groups. 

The authors are of the opinion that the increased 
risk attending pneumonectomy is unjustifiable if a 
lesser resection will suffice. 

—Frank 7. Milloy, M.D. 


Thoracic Surgery in the Presence of Pulmonary 
Insufficiency and Disability. JoHn Carey, Nazin 
ZuuHDI, JOHN DoNNELL, and ALLEN GREER. Dis. 
Chest, 1960, 37: 576. 


THREE BRIEF CLINICAL HISTORIES are presented of 
patients with marked restriction in pulmonary func- 
tion who underwent pulmonary surgery. 

The first patient was a 32 year old woman with a 
maximum breathing capacity of 46.8 per cent of pre- 
dicted normal who underwent a resection of her right 
middle and lower lobes for bronchiectasis. The second 
patient was a 53 year old man who underwent pneu- 
monectomy of the left lung because of extensive 
tuberculous disease. His preoperative maximum 
breathing capacity was 32 per cent of the normal pre- 
dicted value. The third was a 55 year old man with 
severe bullous emphysema and a maximum breathing 
capacity of only 12.6 per cent of his predicted normal. 

All 3 patients survived the surgical procedure. How- 
ever, the third patient, who underwent resection of 
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emphysematous blebs, died 1 month postoperatively 
of cor pulmonale. 

The maximum breathing capacity was only reduced 
by 3 or 4 per cent postoperatively in these 3 patients. 

The authors point out that removal of poorly venti- 
lated and well perfused lung tissue improves function; 
whereas, removal of poorly ventilated and poorly per- 
fused lung may not alter it. Thus, a poor breathing 
capacity may not be a contraindication to surgical 
extirpation of portions of lung. 

These 3 cases demonstrate that patients with ex- 
tremely low pulmonary function can safely undergo 
thoracic surgery. —Frank 7. Milloy, M.D. 


Needle Biopsy of Pleura. P. D. Anyarta, Suman G. 
Kinare, and P. Racuavan. 7. Postgrad. M., Bombay. 
1960, 6: 9. 


THE AUTHORS report on needle biopsy of the pleura 
in 36 patients with a variety of diseases. Histological- 
ly, the tissues obtained were classified as (1) showing 
typical changes of tuberculous inflammation; (2) sug- 
gestive of a tuberculous lesion, in which there were 
epitheloid cells but no follicular arrangement, giant 
cells, or caseation; and (3) acute inflammation. They 
combine this procedure with a withdrawal of pleural 
fluid for the usual examinations. The method, in their 
hands, has been simple and without serious compli- 
cations and may give a specific diagnosis. They stress 
that the finding of nonspecific changes should not be 
accepted as a final diagnosis. Such patients should 
undergo open pleural biopsy. —Alan Thal, M.D. 


Unilateral Lung Transradiancy. CuristopHer S. 
Darke, ALAN R. Curispin, and Beryt S. SNowpon. 
Thorax, Lond., 1960, 15: 74. 


THREE PATIENTS with the clinical and roentgen- 
ographic picture of increased transradiancy of one 
lung were studied in detail. In the first patient 
diminished expansion, hyperresonance, weak breath 
sounds, and fine inspiratory rales over the entire 
affected lung were present. Roentgenography re- 
vealed mild reduction in size but increased trans- 
radiancy of the lung, which appeared to be oligemic. 
Air-trapping affected the entire lung and the dia- 
phragmatic motion was impaired. Pulmonary angi- 
ography confirmed the impression of decreased func- 
tional vascularization. In the other 2 cases the find- 
ings were similar. 

Study of ventilatory function and mixing qualities 
revealed mild impairment although the vital capacity 
was not markedly reduced. In the abnormal lung the 
minute volume, the oxygen uptake, and the vital 
capacity were greatly diminished when compared to 
the normal side by differential intubation. Occlusion 
of the airway of the normal lung was immediately 
followed by considerable distress, violent ventilatory 
efforts, and a marked increase in esophageal pressure. 
It was found that the time required to inflate the 
abnormal lung with a given volume of air was about 
ten times that required when inflating the normal 
side with the same volume of air. 

There seems to be an obstruction to the egress of 
air from the abnormal lung. It is probable that the 
site of obstruction is at the level of the smaller air 
passages, and on physiologic grounds it could be due 
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to: (1) a diminution in caliber or number or both 
caliber and number of such air passages; (2) an in- 
crease in their length; and (3) an alteration in the 
type of division of the smaller air passages associated 
with increased turbulence of air flow. The fact that 
perfusion by air and blood in the affected lung is re- 
duced by the same degree suggests that a compensa- 
tory reduction in perfusion may be secondary to poor 
ventilation. Since 2 of these patients gave a history of 
pneumonia in childhood, severe and prolonged pneu- 
monia may be a causative factor. The condition of 
unilateral lung transradiancy does not appear to pre- 
dispose to attacks of pneumonia on the affected side. 
A congenital basis for the condition cannot be 
excluded. —Stuart L. Scheiner, M.D. 


Circulatory Changes Due to Open Pneumothorax in 
Surgical Patients. T. H. L1, Harotp F, RHEINLAND- 
ER, and BENJAMIN ErstEN. Anesthesiology, 1960, 21: 171. 


Data concerning the acute circulatory changes 
caused by opening the pleura during thoracotomy in 
humans have not been published. This study was 
undertaken to evaluate in anesthetized man the im- 
mediate effects of an open pneumothorax upon the 
circulation. Position, anesthetic agent, depth of 
anesthesia, alveolar ventilation, mean airway pres- 
sure, arterial oxygen saturation, arterial carbon 
dioxide pressure, and surgical manipulation were 
controlled as rigidly as possible. The cardiac output 
and related measurements were determined with the 
patient in the lateral position just before and im- 
mediately after the pleura was opened. Ten patients 
without cardiac disease were studied. 

The change in cardiac output and total peripheral 
resistance after an open pneumothorax in anesthe- 
tized man was similar in many respects to the re- 
ported changes after closed pneumothorax in un- 
anesthetized man. The cardiac output was reduced 
and the total peripheral resistance was increased in 
each instance. The arterial blood pressure and heart 
rate were unchanged. The reduction of the cardiac 
output was positively correlated with the decrease in 
stroke volume and the intrathoracic blood volume. 

—Robert A. Nabatoff, M.D. 


Aberrant Left Pulmonary Artery. Juttus H. JAcoBson 
II, BEverty C. Morcan, Dorotuy H. ANDERSEN, and 
Greorce H. Humpureys II. 7. Thorac. Cardiovasc. 
Surg., 1960, 39: 602. 


THE AUTHORS point out that an aberrant left pul- 
monary artery should be considered in the differential 
diagnosis of all infants with persistent stridor. In this 
condition the left pulmonary artery arises in the right 
mediastinum and passes posteriorly between the 
trachea and esophagus to the left lung, resulting in 
obstruction of the tracheal or main-stem bronchus. 
Fifteen cases of this rare anomaly are summarized in 
this study. 

The diagnosis can be readily established by a 
tracheoesophagram. Surgical correction of this anom- 
aly is achieved by dividing the aberrant pulmonary 
artery and reanastomosing it in front of the trachea. 
This anastomosis must be performed with great 
rapidity since the right lung is often compromised. 
Hypothermi* might offer additional protection dur- 


ing performance of the anastomosis, the authors point 
out. —Richard E. Gardner, M.D, 


Treatment of Spontaneous Pneumothorax by Im- 
mediate and Tonthenane Suction (Traitement d’ur- 
gence par un procédé simple d’aspiration continue des 
pneumothorax spontanés suffocants et des pneumo- 
thorax spontanés tuberculeux). G. Hinaut, J. Fetce, 
and B. Mutter. Presse méd., 1960, 68: 681. 


‘THE TREATMENT of spontaneous pneumothorax should 
be immediate and consist of continuous suction, the 
authors affirm. Immediate continuous aspiration for 
spontaneous nontuberculous pneumothorax followed 
by talcum poudrage in selected cases of emphysema, 
generalized pulmonary sclerosis, or silicosis yields 
gratifying results and few instances of relapse; 
poudrage is contraindicated, however, in the presence 
of pleuropulmonary fistula. 

The authors strongly urge: 

1. Installation without delay of continuous aspira- 
tion by an intercostal drain for cases of pneumothorax 
with severe respiratory embarrassment. 

2. Use of the plastic tube of small caliber described; 
otherwise any available conventional intercostal 
drainage tube. 

3. Attachment of the drain to a surgical aspirator 
giving a suction pressure of about 3 meters of water. 
Weaker suction is at times responsible for failure of 
the lung to re-expand. —Edwin 7. Pulaski, M.D. 


A Simplified Closed Circuit Helium Dilution Method 
for the Determination of the Residual Volume of 
the Lungs. GeorcE R. MENEELy, Con O. T. BALL, 
Ross C. Kory, JAMEs J. CALLAWAY, and Others, Am. 
J. Med., 1960, 28: 824. 


CUMBERSOME APPARATUS and tedious measurements 
have deterred many investigators from determining 
directly the residual lung volume. The authors have 
undertaken to modify their own apparatus and meth- 
ods to provide a simpler and more available measure- 
ment, which compares favorably in accuracy with 
several dozen previously described techniques. The 
helium dilution method is used. The equipment in- 
cludes a carefully calibrated spirometer, a blower to 
reduce resistance, and a helium meter. The article 
provides illustrations, diagrams, and analysis of the 
computations. Sources of error are described. 
—Leonard D. Rosenman, M.D. 


Some Effects of Restriction of Chest Cage Expansion 
on Pulmonary Function in Man, Coin G. Caro, 
Joun Butter, and Arruur B. DuBors. 7. Clin. Invest., 
1960, 39: 573. 


CERTAIN ALTERATIONS in pulmonary mechanics occur 
in man when an inspiration is taken from below the 
resting lung volume and during shallow breathing. 
Some effects of a sustained reduction of the total lung 
capacity on respiration have been studied previously, 
yet the effects of chest strapping on pulmonary 
mechanics have received relatively little attention. 
Therefore, restriction of chest expansion was per- 
formed on 25 normal subjects to determine its effect 
on pulmonary and circulatory function. The total 
lung capacity and its subdivisions were reduced. The 
lung pressure-volume relationship was altered (smaller 
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volume resulting from unit pressure) over much of the 
vital capacity. Respiratory frequency was increased 
and tidal volume was reduced. Airway conductance at 
resting lung volume was not changed despite reduced 
functional residual capacity. There was slight un- 
evenness of alveolar ventilation with evidence of 
poorly ventilated lung units. Systemic arterial oxygen 
tension fell during oxygen breathing, and there was a 
slight increase of peripheral venous pressure. 

In searching for an explanation for the altered 
mechanical properties of the lung that followed chest 
strapping, the authors considered several possibilities. 
It seemed likely that there had been an alteration of 
the number of terminal lung units participating in 
expansion and ventilation, or an alteration of the 
elastic characteristics of the lung tissue or surface- 
lining film. 

Mean airway conductance was not decreased with 
chest restriction. Furthermore, the airway conduct- 
ance rose toward normal during continued voluntary 
panting in the expiratory position. The explana- 
tion of these apparent paradoxes appears to be en- 
largement of the caliber of the patent airways by the 
increased elastic pressure of the lung. 

After release of chest restriction, the mechanical 
changes in the lungs were reversed through a hystere- 
sislike pathway. These changes appear to be ex- 
plained in part by the opening of lung units which 
had become closed during chest restriction. 

—Stephen W. Carveth, M.D. 


Decortication as an Operation to Improve Pulmonary 
Function (Die Decortication als Eingriff zur Verbes- 
serung der Lungenfunktion). A. BRUNNER. Helvet. chir. 
acta, 1960, 27: 1. 


THAT REMOVAL OF THE RESIDUE from a large hemo- 
thorax which has compressed a lung may greatly 
improve pulmonary function is well known. There 
are usually no anatomic changes within the lung, 
which has been collapsed for only weeks or months. 
The present report indicates, by means of case pres- 
entations, that pulmonary function may be consider- 
ably improved also by the decortication of lungs 
which have been fixed by induced pneumothorax 
for years or even for decades. 

In each of the 5 cases presented, pulmonary func- 
tion studies were performed before and after decorti- 
cation. Each patient’s vital capacity improved after 
the operation. One 52 year old male whose artificial 
pneumothorax of 27 years’ duration was compli- 
cated by empyema had a return of vital capacity to 
near normal within 20 months after the operation. 
Maximum breathing capacity increased i each 
patient, but this increase was smaller than the in- 
crease in vital capacity. 

The decorticated lung re-expands to obliterate the 
pleural cavity, which is often infected after a long- 
standing pneumothorax. Decortication may be val- 
uable for patients with bilateral disease to improve 
pulmonary function before resection of parts of a 
lung. The thickened pleura may limit diaphrag- 
matic and costal motion, and thus may reduce pul- 
monary function even though the lung remains fully 
expanded. Respiratory function can be improved by 
removal of this fixed pleura.—Elmer V. Dahl, M.D. 
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The Relationship of the Hyperinflated Lung to Ob- 
structive Pulmonary Disease. NevittE M. Lercor 
and GERALD Canad. M. Ass. 
1960, 82: 464. 


Tuis sTupy was undertaken to determine how accu- 
rately roentgenologists can diagnose emphysema by 
means of a single chest roentgenogram. One hundred 
and thirty consecutive patients underwent a one- 
second vital capacity test on the same day a chest 
roentgenogram was taken. The roentgenologist read 
the films without knowledge of the clinical situation or 
the pulmonary function study. The cases were classi- 
fied as no emphysema, suggestive of emphysema, or 
definite emphysema. On some roentgenograms con- 
tracting lesions were noted which could be responsible 
for the appearance of compensatory distention. 

In the group of 52 cases in which a lung lesion was 
present together with the appearance of emphysema 
there was no correlation with the results of the func- 
tion test. However, of the 78 patients considered to 
have definite emphysema or a condition suggestive of 
emphysema without a possible causative lung lesion, 
85 per cent showed a definite obstructive ventilatory 
defect with the first second vital capacity representing 
58 per cent or less of the patient’s own vital capacity. 
While the authors express the need for further studies 
to identify the remaining 15 per cent of the cases, 
they conclude that what the roentgenologist calls 
emphysema by clinical criteria certainly is related to 
a measurable obstruction to air flow. 


— James §. Conant, M.D. 


Pulmonary Emphysema, a Problem in Diagnosis. 
Mortey J. Turrie. Med. Serv. 7., Canada, 1960, 
16:91. 


CLINICAL JUDGMENT and roentgenographic studies 
are often inaccurate in diagnosing and determining 
the severity of general pulmonary emphysema. Al- 
though there is no single test which is diagnostic, 
careful pulmonary function studies offer the most 
promise in distinguishing emphysema from other 
causes of dyspnea. The specific pathologic abnor- 
malities to be evaluated are, first, the degree of en- 
largement and coalescence of the alveoli and, second, 
the resultant loss of effective alveolocapillary mem- 
brane. 

At the present time the following laboratory and 
clinical observations are considered most useful: 
(1) intrapulmonary gas mixing index (open circuit 
method); (2) maximum breathing capacity; (3) 
residual capacity as a percentage of total lung ca- 
pacity; (4) functional residual capacity; (5) diaphrag- 
matic movement; (6) vital capacity; (7) diaphragm 
level; and (8) carbon monoxide uptake (diffusing 
capacity). —Lockert B. Mason, M.D. 


Respiratory Response to Inhaled Carbon Dioxide, 7 
Per Cent, an Indication of Pulmonary Emphysema. 
Mortey J. Tutrie and Eunice K. Jenkins. Med. Serv. 
j., Canada, 1960, 16: 98. 


THE RESPIRATORY RESPONSE to inhalation of carbon 
dioxide is diminished in patients with pulmonary 
emphysema when compared with normal individu- 
als. Respiratory function tests were performed on a 
group of emphysematous patients who did not have 
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cor pulmonale or congestive heart failure. The re- 
sults were compared with those in a control group. 

The tests were performed with a respirometer. 
After determining vital capacity, 1 second vital 
capacity, and maximum breathing capacity, a mix- 
ture of 7 per cent carbon dioxide and oxygen was 
given for 6 minutes. 

The results were expressed in the form of an index 
ratio, the liters per minute respiratory rate achieved 
after 6 minutes on carbon dioxide divided by the 
resting level previously determined. This index ratio 
was as reliable as the other tests in discriminating 
between the emphysematous patients and the con- 
trols. 

The performance of the test is relatively simple 
and does not require complicated equipment. Al- 
though there is controversy as to whether diminished 
respiratory response to inhalation of carbon dioxide 
is a specific indication of pulmonary emphysema, the 
authors believe that the test is of some real value. 
They did not report experiences with the test in 
other types of chronic pulmonary disease. 

—Lockert B. Mason, M.D. 


Preoperative and Postoperative Cardiopulmonary 
Dynamics of the Bulla. 
Sato, SANAE YosuipA, and Hisao Ucuiwa. 7. Thorac. 
Cardiovasc. Surg., 1960, 39: 516. : 


THIS REPORT concerns 11 cases of giant bullae, in 8 of 
which surgical treatment was carried out, with pre- 
operative and postoperative data on respiratory func- 
tion and pulmonary circulation. Segmental resection 
was performed in 4 cases and the Naclerio-Langer op- 
eration in 3; both procedures were performed in con- 
nection with vagotomy, thoracic ganglionectomy from 
the second dorsal to the ninth dorsal level, parietal 
pleurectomy, and pleural poudrage according to Cren- 
shaw’s technique. The authors found that after opera- 
tion all patients improved clinically and were able to 
resume work. The cardiopulmonary dynamics im- 
proved postoperatively as shown by a return toward 
normal values of total lung capacity, gas mixing, pul- 
monary arterial pressure and blood flow, total pulmo- 
nary resistance, and circulation time. They believe that 
the procedures recommended constitute a rational ap- 
proach to the treatment of giant bullae and are not 
contraindicated even in the presence of emphysema 
with anoxia, hypercapnia, and pulmonary hyperten- 
sion. —Albert M. Schwartz, M.D. 


The Management of Bronchopleural Fistulas. R. K. 
Papui and R. B. Lynn. 7. Thorac. Cardiovasc. Surg., 
1960, 39: 385. 


OF THE LATE COMPLICATIONS of pulmonary surgery, 
bronchopleural fistula is the most dreaded. Its average 
incidence in resection for pulmonary tuberculosis has 
been placed at 6.8 per cent. Once a bronchopleural 
fistula occurs, a mortality rate of around 30 per cent 
is not uncommon. 

Case histories of 10 patients who were treated for 
this complication are reported. 

Intercostal tube drainage and antibiotic therapy 
should be initiated immediately after a fistula is 
recognized to minimize spillage into the remaining 
lung. If these measures are not curative in a period of 


weeks, more definitive measures will be necessary. As 
one of the more definitive measures, thoracoplasty 
is advocated to diminish the size of the space. 

In cases after lobectomy or pneumonectomy, the 
authors have found it advantageous to perform a sec- 
ond exploratory operation in order to remove the 
empyema sac and to resect the bronchial stump at a 
higher level. In the event this latter course is followed, 
it is helpful to perform the operation through an an- 
terior incision so that the large vessels and bronchi can 
be reamputated near their origins. 

—Frank 7. Milloy, M.D. 


Bilateral Bronchiectasis. R1IcHARD R. CRUTCHER and 
E. D. PELLEGRINO. Ann. Surg., 1960, 151: 715. 


OPERATIVE MORTALITY AND MORBIDITY have decreased 
sufficiently for surgery to be the treatment of choice 
in the symptomatic unilateral form of bronchiectasis. 

This report summarizes the results of operation in a 
group of patients with bilateral bronchiectasis. The 
study indicates that a significant number of patients 
with bilateral involvement will benefit by unilateral 
resection of diseased segments on the more involved 
side. Some will be further benefited by judicious 
bilateral resection. Preservation of the superior seg- 
ment of the lower lobes appears to be a safe and indeed 
an indicated procedure whenever preservation of 
functioning lung tissue is mandatory. 

The authors report on 190 patients with bronchiec- 
tasis; 80 underwent surgical operation and 110 were 
treated conservatively. Of those treated surgically 50 
had unilateral disease with unilateral resection. The 
remaining 30 patients had bilateral disease; of these, 
23 underwent unilateral resection and 7 bilateral re- 
section. The superior segment of the lower lobe was 
preserved after resection of the basilar segments in 8 
patients with bilateral disease and 3 patients with 
unilateral disease. 

The distribution of bronchiectasis in those patients 
having bilateral disease is of interest. With the ex- 
ception of the anterior segment, the upper lobes were 
infrequently involved in bilateral bronchiectasis and 
then only in association with disease in other seg- 
ments. The right middle lobe was the lobe most fre- 
quently involved and the lingular segment of the left 
upper lobe was almost as frequently diseased. The 
most common combination in the bilateral cases con- 
sisted of involvement of the lingula and the left lower 
lobe together with the right middle lobe and the lower 
lobe. 

In the 7 patients who underwent bilateral resec- 
tion, all known disease was removed in 3 and all but 1 
of the diseased segments were removed in the remain- 
ing 4 patients. Both the amount of sputum and the 
degree of hemoptysis were significantly reduced in the 
majority of patients operated upon. 

In order to attain symptomatic relief it may not be 
necessary to remove every vestige of bronchiectatic 
lung. On certain occasions the authors have allowed 
slightly damaged segments, particularly of the upper 
lobe, to remain undisturbed rather than to perform a 
more extensive resection. Bilateral resection of major 
diseased areas may be preferable to unilateral resec- 
tion of all diseased segments. 

—Orville F. Grimes, M.D. 


Surgical Therapy of Hydatid Cysts of the Lung 
(Tactique actuelle du traitement chirurgical du kyste 
hydatique du poumon). J. Dor and P. HumMBeErRT. 
Ann. chir., Par., 1960, 14: 369. 


THE AUTHORS’ EXPERIENCE comprises 115 cases of 
surgically treated hydatid cysts. The surgical ap- 
proach from 1949 to 1950 was a two-stage procedure, 
a cystotomy after surgically created adhesive pleu- 
ritis. With the advent of improved anesthesia various 
other techniques were utilized such as enucleation 
with ligation of the bronchial and vascular pedicle, 
drainage or tamponade, and cystectomy. Since 1957 
complete excision of the cysts has been advocated. 
The cysts have a superficial portion that is fibrous 
in character and formed in part by the pleura. The 
deep zone is in intimate contact with the pulmonary 
parenchyma and the bronchovascular pedicle. Hyda- 
tid cysts may be located superficially or deep in the 
pulmonary tissue. Rather large bronchial segments 
may be compressed; the dissection of the cysts must 
be performed carefully if postoperative atelectasis is 
to be avoided. The first step in the surgical therapy 
is aspiration followed by excision. Preoperative eval- 
uation of the adjacent parenchyma and _ bronchial 
tree is mandatory. Associated lesions such as bronchi- 
ectasis should be treated concomitantly, with re- 
section of the involved pulmonary segments or lobe 
with the cyst. —Karel B. Absolon, M.D. 


Pulmonary Abscess in Infancy and Childhood. 
Tuomas C. Moore and J. STANLEY BATTERSBY. Ann. 
Surg., 1960, 151: 496. 


PULMONARY ABSCESS, as reported in the literature, has 
largely been an adult disease. The authors cite the 
experience reported by Taber and Ehrenhaft in 1953 
from the hospital of the University of Iowa, in Iowa 
City. In that series only 5 of 128 consecutive patients, 
4 per cent, were less than 10 years of age. The present 
authors compare their experience with pulmonary 
abscess in infancy and children with the group re- 
ported from the University of Iowa in adults. 

The pathogenesis of the abscess was roughly com- 
parable in the two age groups. Postpneumonic ab- 
scesses were frequently encountered in both groups. 
Chest pain was a more frequent complaint in adults 
as would be expected. The anatomic lobar distribu- 
tion of the abscess was nearly identical in the two 
groups, the right lung being involved approximately 
twice as often as the left. There was a relatively 
greater incidence of staphylococcal infections in the 
pediatric group. In the adult series this was 65 to 16 
while in the pediatric group it was only 10 to 8. The 
result of the nonoperative management of pulmonary 
abscesses in the pediatric age group prior to the avail- 
ability of antibiotics was poor. All of the patients in 
this series died. Suppurative intracranial disease was 
the most lethal complication and was responsible for 
nearly one-half of the deaths. Even the addition of 
antibiotic therapy to the nonoperative program of 
management was not entirely effective or successful. 
On the other hand, the results experienced when 
pulmonary resection was employed were most 
encouraging. 

The incidence of pulmonary abscess has decreased 
markedly in recent years in both adult and pediatric 
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age groups, because of the variety of antibiotics avail- 
able in the care of acute pulmonary infections. Few 
pneumonic processes are permitted to reach the stage 
of acute abscess formation, and it is likely that many 
of the acute pulmonary abscesses which do form may 
be managed successfully in their early stages by vigor- 
ous antimicrobial therapy. The major difficulty at 
the present time arises in those cases in which the 
infection is due to an organism that is resistant to the 
available antibacterial agents. It is in this group of 
cases that the authors believe the greatest value may 
be expected from pulmonary resection. 
—Gordon F. Madding, M.D. 


Prognostic Factors and Results of Treatment of 
Pyogenic Pulmonary Abscess. Murray N. ANDER- 
sEN and Kuiar E. McDonatp. 7. Thorac. Cardiovasc. 
Surg., 1960, 39: 573 


NINETY CONSECUTIVE CASES of patients with primary 
pyogenic pulmonary abscesses treated at the Edward 
J. Meyer Memorial Hospital, Buffalo, New York in 
the past 10 years were reviewed. The anatomic dis- 
tribution showed the usual predominance in the right 
lung and in the upper portion of each lung. Twenty 
cases followed an episode of acute bacterial pneumo- 
nitis, in 9 there was a definite history of aspiration, 
and in 4 a history of some condition predisposing to 
aspiration. Sixty-three of the 90 patients had definitely 
carious teeth. 

All patients had essentially similar initial medical 
therapy consisting of appropriate antibiotics, postural 
dressings, and supportive measures. Bronchoscopy 
was performed in most cases. Thirty-two patients, 35 
per cent, had a satisfactory result with medical ther- 
apy alone; 21 patients, 23 per cent, died while re- 
ceiving medical therapy; and 38 patients, 42 per cent, 
eventually were operated upon. In approximately 50 
per cent of those who died while receiving medical 
therapy, death was attributed to associated disease. 
Eight of the 38 surgically treated patients died. Cer- 
tain factors strongly indicated the likelihood of failure 
of cure by medical therapy alone. These factors were 
(a) size of cavity 6 cm. or more in diameter, (b) a 
history indicating onset of disease earlier than 8 weeks 
prior to admission, (c) staphylococcal infection, and 
(d) location of abscess in lower lobe of either lung. 

—C. Thomas Fitts, M.D. 


Current Therapy in Pulmonary Tuberculosis. Com- 
MITTEE ON NONSURGICAL AND DruG THERAPY, AMERICAN 
Co.ece oF Cuest Puysicians. Dis. Chest ,1960, 37: 363. 


Tue ComMITTEE ON NoNnsuRGICAL AND Druc THER- 
Apy of the American College of Chest Physicians sent 
to 100 physicians of wide experience and qualifica- 
tions case histories and roentgenographic reproduc- 
tions of 10 cases of pulmonary tuberculosis and re- 
quested their opinion as to therapy. The same 10 cases 
had previously been studied in the same manner in 
1948 and in 1953 and the results were published. 
The main items indicating the trend of therapy in 
the years since 1953 are as follows: Streptomycin is no 
longer one of the favorite drugs for double therapy. 
The most popular combination was isonicotinic acid 
hydrazide and para-aminosalicylic acid. The usual 
dosage was 300 mgm. of isonicotinic acid hydrazide 
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and 12 gm. of para-aminosalicylic acid in divided 
doses daily. When a higher dose of isonicotinic acid 
hydrazide was recommended, pyridoxine was usually 
added. The length of time for drug therapy was longer 
in 1958 than in 1953, a minimum of 24 months being 
recommended by most and a much longer time by 
some. This is a marked contrast to the 1953 recom- 
mendations, when 12 months was the most popular 
recommended duration of therapy. Nonsurgical col- 
lapse therapy became much less popular and when it 
was recommended, pneumoperitoneum was usually 
carried out. Operations on the phrenic nerve, extra- 
pleural pneumothorax, and oleothorax have become 
obsolete. When surgery was recommended, the most 
common recommendation was for excision. Thoraco- 
plasty seems to have fallen into disuse. The favorite 
time for initiation of surgery was after 6 months of 
chemotherapy and bed rest. Postsurgical bed rest 
varied up to a period of 6 months, although a consid- 
erable number were willing to shorten this period to 
merely postoperative care. A number of the experts 
considered confinement in a sanatorium unnecessary, 
provided home conditions were satisfactory, another 
change from 1953. —Ward D. O'Sullivan, M.D. 


Bronchitis Deformans in Pulmonary Tuberculosis 
(Zur Frage der ‘Bronchitis deformans” bei der 
Lungentuberkulose). W. and W. Kiune. 
Thoraxchirurgie, 1960, 7: 559. 


THE AUTHORS discuss the cause and pathogenesis of 
bronchial deformities. Nonspecific inflammation in 
parabronchial nodes produces compression and distal 
bronchiectasis. The effect is partly mechanical and 
partly inflammatory. Other causes are pleural effu- 
sions, empyema, tumors, injuries, pneumothorax pro- 
cedures, and thoracoplasties. 

The authors studied 50 tuberculous patients who 
had bronchograms and who later came to surgery. 
There were 20 segmental resections, 24 lobectomies, 
and 6 pneumonectomies performed. Of the 50 pa- 
tients, 36 showed agreement between bronchographic 
and surgical findings. In 14 cases there was discrep- 
ancy; 7 patients had normal bronchograms but had 
tuberculous bronchitis and deformity at surgery. 
Three patients had false positive findings of bronchial 
deformity. Four cases were erroneously diagnosed as 
carcinoma by bronchogram but tuberculosis was 
found at surgery. 

The authors conclude that in general, with good 
technique, if the bronchogram shows deformity a 
pathologic process is present, but that deciding what 
the process is may be difficult indeed. Pulmonary 
tuberculosis, because of its chronic course, is a major 
cause of bronchitis deformans. The authors were dis- 
appointed in differentiating between carcinoma and 
tuberculosis by bronchography, however. Bronchial 
deformity, as such, should be an indication for resec- 
tion of the corresponding lung segments only when 
the changed bronchus stands in close contact with a 
parenchymal lesion, the removal of which is op- 
portune; if there is an ulcerative endobronchial tuber- 
culosis present adjacent to the deformity; or when the 
lung tissue served by the deformed bronchus is severely 
diseased and decreased in function. 

— William B. Gallagher, M.D. 


Pneumonectomy for Tuberculosis, an Evaluation of 
124 Cases. J. E. Hitz, V. D. ScHAFFNER, and G. A, 
Kuoss. Canad. M. Ass. 7., 1960, 82: 457. 

ONE HUNDRED AND TWENTY-FOUR PNEUMONECTOMIES 

were performed for pulmonary tuberculosis between 

1945 and April 1959 at the Nova Scotia Sanatorium 

in Kentville, Nova Scotia. There was an over-all 

death rate of 9 per cent within the first 60 days after 
operation. Complications developed in 46 per cent, 

The authors suggest that a number of complications 

such as bronchopleural fistula, which may develop 

either early or late; empyema; “stubborn pleural 
space”; bronchial stump ulceration; and extruded 
stump sutures, sometimes associated with round cell 
infiltration or tubercle formation at the site of sever- 
ance of the bronchus, may all be closely related 
phenomena and so justifiably grouped under the 
single heading of fistula syndrome. Complications of 
this nature were responsible for one-third of the 
deaths. Older males and those patients undergoing 
operations on the right side appeared most prone to 
postoperative difficulty. The over-all death rate from 

both tuberculosis and nontuberculous causes was 23 

per cent. 

At the time of the report 74 per cent of the patients 
followed up for 2 years or more and 62 per cent of 
those followed up for 5 years or more were classified 
as improved. Of the 35 patients observed for 10 years, 
6 were alive, 21 having died of tuberculosis and 8 
from other causes. Most of the late deaths occurred 
during the first year after operation. Characteristics 
of the disease and follow-up data are presented in 
detail. —James S. Conant, M.D, 


Cystic Cavitation Following Chemotherapy of Acute 
Tuberculosis. J. T. Cassipy and J. D. KeEnnepy. 
Irish F. M. Sc., 1960, p. 153. 

THE AUTHORS state that the formation of multiple 

large thin-walled cysts of the lung during treatment 

for tuberculosis was not seen in any case at the 

Western Regional Sanatorium of Merlin Park, Ire- 

land prior to the introduction of isoniazid in 1952. 

They report 15 cases of such cavitation observed since 

1952. Resected specimens were studied in 12 of the 

15 cases and were found to contain thin-walled cavi- 

ties lined by a fibrous membrane which might or 

might not communicate with a bronchus. Significant 
residual tuberculosis was found only when the lesions 
were undergoing resolution; however, nontubercu- 
lous infection of cystic cavities was noted to occur. 

The authors agreed with other investigators that the 

cysts probably arise from rapid clearing of very fresh 

cavities of foci of caseous lobular pneumonia. The 
final outlook for these postantibiotic cystic cavities is 
not known; however, it is definite that once cystic 
change has developed it is possible for it to extend 
by the normal mechanical pull of respiration until 
extensive lung destruction is present. 

—C. Thomas Fitts, M.D. 


Tumors of the Lung and the Carcinoid Syndrome. E. 
D. and J. G. Azzoparpt. Thorax, Lond., 
1960, 15: 30. 


THE AUTHORS report 2 cases of the carcinoid syn- 
drome, 1 associated with a metastasizing bronchial 


urred 


adenoma and the other with an oat-cell carcinoma of 
the bronchus with metastases. 

Eight other bronchial adenomas of the “carcinoid” 
type were studied at the Hammersmith Hospital, 
London, England. The adenomas together with intes- 
tinal carcinoid tissue were studied by means of the 
Schmorl, Masson-Fontana, and diazonium reactions 
and the Bodian silver technique. They were also 
examined under ultraviolet light for yellow fluores- 
cence. Surgically removed squamous, oat-cell, and 
adenocarcinomas of the bronchus were used as control 
material. 

As a result of this histochemical study it was noted 
that argentaffin cells and yellow fluorescence in ultra- 
violet light, thought to be due to the presence of 
5-hydroxytryptamine, were present in both intestinal 
carcinoids and bronchial carcinoids. On the basis of 
these studies and the similar clinical course of the two 
conditions the authors are of the opinion that carci- 
noids of the small intestine and carcinoid type bron- 
chial adenoma belong to the same group of tumors and 
they suggest that the term “bronchial carcinoid” be 
used to describe this tumor which can occasionally 
give rise to the typical carcinoid syndrome. 

— John 7. Hudock, M.D. 


The Present Position Relating to Cancer of the Lung. 
Georce A. Mason, A. BRIAN TAYLOR, VERNON 
Tuompson, RussELL Brock, and Others. Thorax, 
Lond., 1960, 15: 1. 


THIS ARTICLE is composed of 6 papers delivered at a 
symposium of the British Thoracic Society in Oxford, 
England in 1959. 

Brian Taylor discussed the surgical results obtained 
at the United Birmingham Hospitals of Birmingham, 
England. There were 4,054 patients with lung cancer 
observed between 1947 and 1954. Of these, 678 had 
resection of the lung and 21.7 per cent were alive in 
1958. Studies from this center showed that 97.4 per 
cent of the patients without treatment were dead in 
2 years, as compared to 28.9 per cent alive at 5 years 
and 21.4 per cent alive up to 10 years after successful 
resection. 

Vernon C. Thompson reported on his personal 
series of patients treated between 1941 and 1956. A 
total of 399 operations was performed. A resection 
rate of 77 per cent was obtained. Pneumonectomy 
was performed on 220 patients and lobectomy on 88. 
The over all operative mortality was 5.8 per cent. 
His 10 year survival figures were 13.3 per cent alive 
after pneumonectomy and 30.4 per cent after lobec- 
tomy. He points out that the better result with lobec- 
tomy is an indication that lobectomy was used in 
more favorable cases. He treated 9 patients in whom 
the growth was seen to involve the ribs on roentgen 
examination by an en bloc removal of the involved 
chest wall with the lung or lobe. Six of these survived 
3 or more years, 1 for 8 years, 1 for 6, 2 for 4, and 
2 for 3 years; therefore, he believes there is no contra- 
indication to surgery and advises it if only for 
palliation. 

Sir Russell Brock discussed radical pneumonectomy 
with dissection of lymph nodes. Of 90 patients sub- 
jected to this operation since 1947, 40 per cent were 
alive after 5 years. He also showed that of 39 patients 
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in whom the regional lymph nodes contained tumor 
cells 7 were still alive after 5 years, and he contends 
that without radical surgery this would not be so. 
Based on his experience with a high rate of long term 
freedom from recurrence and a low mortality he 
believes that radical pneumonectomy justifies its 
place in treatment of cancer of the lung. 

Sir Clement Price Thomas discussed the merits of 
sleeve resection of the main bronchus associated with 
lobectomy and a standard lobectomy although his 
total number of patients is small and the period of 
follow-up short. He is of the opinion that sleeve resec- 
tion with lobectomy will have a useful place not only 
from the point of view of the ultimate prognosis of the 
disease but also from the point of view of preservation 
of cardiopulmonary function for the patient. 

H. C. Nohl discussed the correlation between the 
extent of the tumor, the degree of lymph node and 
pulmonary vein involvement, and the survival rate 
in 132 patients so studied. The study showed that 
with the tumor involving the lung only 51.8 per cent 
were alive at the end of 3 years, versus 37 per cent 
and 20 per cent when the visceral pleura or adjacent 
structures were involved. The incidence of venous 
involvement increases also with the extent of the 
tumor. With both venous involvement and lymph 
node involvement prognosis is the poorest; only 1 
patient survived 3 years. 

Gwen Hilton discussed the results of treatment with 
irradiation alone. Thirty-eight patients who were con- 
sidered operable were treated with conventional 
roentgen therapy over a period of 6 to 8 weeks. The 
results were similar to those of a surgical series used 
for comparison. It is interesting to note that 4 of the 
patients who survived more than 5 years had an oat- 
cell or undifferentiated carcinoma. She irradiates 
carcinomas of the bronchus under increased oxygen 
tension since this has been shown experimentally to 
render the malignant cells more sensitive to roentgen 
treatment. 

L. Feinmann discussed the pulmonary functional 
results after pneumonectomy in 31 patients who sur- 
vived 5 or more years. He subjected patients to the 
maximum voluntary ventilation test and computed 
the Hugh-Jones dyspneic index. From his study he 
concluded that all the patients lost considerable func- 
tion from the pneumonectomy; most of them had a 
maximum voluntary ventilation of 40 to 60 liters per 
minute. A pleasant but restricted life is possible at 20 
liters of maximum voluntary ventilation. One patient 
walks two miles a day and 2 of the most disabled pa- 
tients are very happy and grateful for their years of 
survival. —John J. Hudock, M.D. 


Bronchogenic Carcinoma; Comparison of Natural 
Course and Treatment with Resection, X-Radia- 
tion, and Nitrogen Mustard. Fe.ix A. Hucues, JR., 
James W. Pate, and Rocer E. Campse.t. 7. Thorac. 
Cardiovasc. Surg., 1960, 39: 409. 


A croup of 547 consecutive proved bronchogenic 
carcinomas is reported. The operability rate was 41 
per cent and the resectability rate was 60 per cent. 
The 30 day operative mortality after resection was 
less than 3 per cent. Of the patients who underwent 
resection, 37 per cent were alive after 5 years. 
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Although supraclavicular node dissection was per- 
formed for diagnosis in more than 100 patients, the 
procedure was of little help when there were no pal- 
pable nodes. In the early stages of the study, cytologic 
examination of the sputum was disappointing as a 
diagnostic aid; however, in the last 2 years the accu- 
racy was increased to 81 per cent. 

Nitrogen mustard was used in 96 cases in the group 
and although the survival data did not reveal any ef- 
fects from the drug, the clinical belief was that the 
drug was beneficial. Roentgen therapy was used in 
327, 73 per cent, of the cases and offered a clear cut 
increase in the probability of living 1 or 2 years. 

Lobectomy in properly selected patients gave re- 
sults comparable to those after pneumonectomy. 

The 5 year survival rate for all of the patients ori- 
ginally admitted was 11.5 per cent. One interesting 
finding was the survival for longer than 5 years of 5 
patients who had undergone only palliative resections. 

—Frank 7. Milloy, M.D. 


Radical Lobectomy. Wittiam G. Cauan. 7. Thorac. 
Cardiovasc. Surg., 1960, 39: 555. 


RapDIcAL LoBectomy is defined as an operation in 
which one or two lobes of a lung are excised in a block 
dissection with certain of their regional hilar and 
mediastinal lymphatics. The technical steps in the 
radical removal of each lobe of the lungs are discussed 
and illustrated. 

The indications for radical lobectomy are: (1) a 
peripherally placed cancer of the lung in a patient 
who, it is believed, cannot withstand a radical pneu- 
monectomy; and (2) a lung tumor the nature of which 
is ambiguous: (a) a cancer primary at another site is 
associated with a solitary lung shadow or (b) a mass 
in the lung resembles cancer but the diagnosis cannot 
be established with absolute finality, either before or 
during the operation. 

There were 48 such radical lobectomies performed 
at the Memorial Center for Cancer and Allied Dis- 
eases, New York, New York from 1951 through 1958. 
There were 5 postoperative deaths. Thirty-four of 
these patients had primary lung cancers, 9 had metas- 
tases to the lung, and 5 had benign conditions. There 
were no complications or deaths in the 5 benign cases. 
Of the 34 patients with primary lung cancers, 11 had 
lymph nodes containing cancer beyond the limits of 
a simple lobectomy. Of the 9 patients with metastatic 
lung cancers, 6 had lymph nodes containing cancer 
beyond the limits of excision of a simple lobectomy. 
The authors conclude that these 17 patients, 41.5 
per cent of the patients with cancer, had more cancer 
removed by a radical lobectomy than would have 
been removed by simple lobectomy. Eight of these 17 
patients have been followed up 5 years or longer and 
3 are alive without evidence of disease at this time. 

—C. Thomas Fitts, M.D. 


Infected Residual Cavities After Partial and Total 
Lung Resection (Infizierte Resthoehlen nach partiel- 
len und totalen Lungenresektionen). W. Harr. Lan- 
genbecks Arch. klin. Chir., 1960, 293: 452. 


THE auTHoR, of the Surgical Department of the 
University of Wiirzburg, Germany, discusses the man- 
agement of complications which may arise after lung 


resections or pneumonectomy. The two most dan- 
gerous complications are empyema and insufficiency 
of the bronchial stump with resulting infection and 
tension pneumothorax. 

The author reports and tabulates the results of a 
series of 546 lung resections and pneumonectomies 
performed from 1948 to 1958. The indications were 
tuberculosis in 303 patients, bronchial carcinoma in 
141 patients, and other lung diseases in 102 patients, 
In 129 of them empyema occurred and in 45, 8.2 per 
cent, a bronchial fistula developed. During the 
decade the incidence of insufficiency of the bronchial 
stump dropped significantly from 22 to 1.6 per cent. 
The author states that this remarkable improvement 
is due to the use of Klinkenberg’s method of suturing 
the bronchial stump and the use of chromic catgut for 
suturing. 

The over-all mortality due to postoperative com- 
plications dropped from 28.5 to 5.8 per cent during 
the 10 years from 1948 to 1958. Conservative treat- 
ment was successful in rare instances only. In most 
cases thoracoplasty was required. 

— Werner M. Solmitz, M.D. 


HEART AND PERICARDIUM 


Coronary Arteriography (Bases et technique de 
larteriographie méthodique des coronaires). G. 
ArnuLr. Mém. Acad. chir., Par., 1960, 86: 387. 

SINCE THE INTRODUCTION of acetylcholine-induced 

cardiac arrest, coronary arteriography has become an 

adequate means of visualizing the normal and patho- 
logic coronary arborization. In the dog a 4 to 6 sec- 
ond cardiac arrest can be obtained with 0.2 mgm. of 
acetylcholine per kgm. of body weight. The dangers 
of acetylcholine arrest are minor. In several hundred 
examinations on dogs, perfect cardiac rhythm re- 
turned spontaneously. Since 1957 the author has used 

a similar coronary arteriography technique in humans. 

No complications occurred even though some patients 

suffered from severe coronary occlusive disease. 

The tri-iodide, “‘vasurix,” was injected into the 
aorta by way of the left subclavicular area. The pro- 
cedure was carried out with the patient under general 
anesthesia and with positive pressure respiration. The 
normal right coronary trunk is easily seen; to visualize 
the left coronary trunk a roentgenogram should be 
obtained shortly after injection, since the subsequent 
opacification of the aorta may obscure it. Occlusions 
of the left and the right coronary arteries were identi- 
fied. In addition, coronary arteriography was used in 
studies of the effect of vasodilators on the coronary 
artery. 

Accurate diagnosis of coronary artery disease, the 
author concludes, is essential for the direct surgical 
therapy of occlusive coronary disease. 

—Karel B. Absolon, M.D. 


Retrograde Perfusion of the Coronary Sinus with 
Gaseous Oxygen. James L. TALBERT, LEE H. RiLey, 
Jr., Davin C. Sasiston, JR., and ALFRED BLALOCK. 
Am. Surgeon, 1960, 26: 189. 


SINCE RETROGRADE PERFUSION of oxygenated blood 
has been shown to be effective in maintaining the 
heart beat in the experimental animal and has been 


ie de 
G. 


duced 
me an 
oatho- 
6 sec- 
ym. of 
angers 
ndred 
m re- 
used 
mans. 
tients 


o the 
pro- 
sneral 
. The 
ualize 
Id be 
quent 
sions 
denti- 
sed in 
onary 


2, the 
rgical 


used to support the human heart in open surgical 
procedures on the aortic valve further experimenta- 
tion was carried out using gaseous oxygen. With the 
dog as the experimental animal the heart was re- 
moved and the coronary sinus as well as the anterior 
cardiac veins cannulated. Perfusion was started with 
oxygenated blood which was changed to saline fol- 
lowed by a humidified mixture of gaseous oxygen, 95 
per cent, and carbon dioxide, 5 per cent. In the seven 
hearts in which the coronary sinus was perfused the 
heart continued to beat for periods of 2 to 4 hours. 
When the anterior cardiac veins draining the right 
ventricle were also perfused the heart-beat continued 
for an average of 5.5 hours. If the coronary circula- 
tion of the isolated dog heart is perfused with gaseous 
oxygen it will beat for periods up to 8 hours. When 
retrograde perfusion of gaseous oxygen is used, the 
force of cardiac contraction is less than with arterial 
perfusion. However, gaseous oxygen is utilized when 
perfused in a retrograde manner through the myo- 


cardial vascular bed. —Gabriel P. Seley, M.D. 


Persistence of the Left Superior Vena Cava (Per- 
sistencia de la vena cava superior izquierda). Vic- 
Prcorint, Roserto J. Maccut, Luis D. 
SuArez, and ALBino M. Perosio. Prensa méd. argent., 
1959, 46: 2409. 


Arter a brief discussion of the embryology and 
anatomy of the heart and great vessels, the authors 
state that of 290 cases in which cardiac catheteriza- 
tion was carried out at the Instituto de Semiologia 
in Buenos Aires, Argentina between 1953 and 1958, 
persistence of the left superior vena cava associated 
with several cardiac malformations was found in 8. 
In 7 of them the right vena cava coexisted, but in the 
other the left superior vena cava was the only one 
present. 

The ideal methods for diagnosis of this condition 
are cardiac catheterization and angiocardiography. 

In regard to treatment, the authors conclude that 
if the left superior vena cava empties into the right 
auricle, no treatment is necessary. However, if a left 
to right shunt is present because of an anomalous 
pulmonary vein or because the left superior vena 
cava opens into the left auricle, surgical correction is 
indicated. 

In view of the employment of extracorporeal circu- 
lation, the lack of recognition of this condition may 
cause difficulty during the operation. 

—Luis A. Diaz-Bonnet, M.D. 


Surgical Correction of Coarctation of the Main Pul- 
monary Artery. WENDELL B. ‘THROWER, WALTER H. 
—— and Dwicur E. Harken. Circulation, 1960, 


Two cases of stenosis of the main pulmonary artery 
are reported. One of these was a constriction in the 
middle third of the main pulmonary trunk which was 
successfully treated by open operation. It appears to 
be the first case in which definitive treatment and 
study with preoperative and postoperative cardiac 
catheterization were carried out. 

A stenosis or zone coarctation was found in the 18 
year old patient under hypothermia. The stenosis was 
located in the middle third of the main pulmonary 
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artery, the diameter at this point measuring 0.5 cm., 
whereas the proximal and distal portions of the main 
pulmonary trunk measured 2.0 cm. in diameter. The 
stenotic area was incised longitudinally, the incision 
extended proximally and distally, and the valve pal- 
pated and found to be normal. The longitudinal inci- 
sion was closed transversely. The postoperative course 
was uneventful. Six weeks after operation cardiac 
catheterization revealed that the pressure gradient 
had been reduced from 32 to 9 mm. of Hg, at an 
identical cardiac index of 3.3 1/M?/min. The esti- 
mated area of constriction had been increased to 
twice the preoperative size. 

In the second case a mild constriction of the pul- 
monary artery proximal to its bifurcation did not 
establish sufficient hemodynamic disturbance to re- 
quire correction. A plea is made for the routine use of 
open operation in the correction of pure pulmonic 
valvular stenosis to allow better correction when this 
diagnosis is confirmed, and flexibility of treatment 
when unusual coarctation or constriction of the pul- 
monary artery is encountered. 

—Allan D. Callow, M.D. 


Cardiac Injury Due to Rae Chest 
Trauma. J Ames H. Watson and WARREN M. BARTHOL- 
oMaE, Ann. Int. M., 1960, 52: 871. 


THERE Is increasing awareness that closed, contusive 
injury to the thorax may injure the heart. This study 
confirms that impression. In 17 of 44 patients who 
suffered such injuries, there was definite evidence of 
damage to the heart. The thoracic injuries included 
fractures of ribs, but no massive crushing. Cardiac 
involvement was manifested in abnormal electro- 
cardiograms which were noted within 48 hours of the 
injury. In most cases recovery was complete within 
30 days. In 1 patient with pre-existing heart disease 
more prolonged abnormality was attributed to that 
disease, not to the injury. Clinical signs of injury to 
the heart were absent in 16 of the 17 patients. One 
patient, who had had angina pectoris for 6 weeks 
before the injury, suffered severe pain of the cardiac 
type. 
Serial measurements of transaminase did not assist 
in diagnosis or prognosis. Elevations did not appear 
in all cases, and when observed, could not be ascribed 
to injury to the heart alone. 
—Leonard D. Rosenman, M.D. 


Gunshot Wounds of the Heart. HERBERT T. RANSDELL, 
Jr., and Henry Grass, Jr. Am. 7. Surg., 1960, 99: 788. 


TWENTY GUNSHOT wounDs of the heart are reviewed. 
Formerly, fluoroscopy, roentgenography, venous 
pressure determination, and pericardicentesis pre- 
ceded all operations for heart wounds. These pro- 
cedures are now omitted and diagnosis is based on 
physical examination and an occasional roentgeno- 
gram of the chest, using a portable machine. Beck’s 
triad of low arterial pressure with venous distention 
and the absence of heart sounds is common; however, 
the signs of hemorrhagic shock seem to be the best 
indication for surgical intervention. In the present 
series, a pistol shot was responsible for the heart 
wound in 17 cases. There were 12 perforations, 4 of 
which involved the left ventricle, 4 the right ventricle, 
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3 both ventricles and the other a combination of 
ventricle and auricle. Tamponade occurred in 10 of 
the 12 perforations. The incidence of tamponade due 
to clotted blood was 58 per cent. Multiple injuries of 
the lungs, inferior vena cava, esophagus, and viscera 
of the upper abdomen were noted. 

All 5 patients with laceration or perforation who 
were treated conservatively without operation died. 
The recovery rate after operation averaged 30 per 
cent. At the authors’ hospital, patients with suspected 
cardiac injury are taken to the operating room, which 
is kept ready around the clock. The senior resident is 
authorized to proceed immediately with or without 
the presence of a staff physician. First-aid personnel 
are trained in the importance of this type of surgery 
and such patients are in the operating room within 
45 minutes after the occurrence of the injury. 

—Benjamin G. P. Shafiroff, M.D. 


Pulmonary Stenosis with Intact Ventricular Septum 
and Fallot’s Tetralogy; Assessment of Postopera- 
tive Results by Auscultation and Phonocardiog- 
raphy. L. Vocetpoet and V. Scurire. Am. Heart 7., 
1960, 59: 645. 


IT HAS BEEN SHOWN that increasingly severe stenosis 
exerts an opposite effect on the systolic murmur in 
pulmonary stenosis with intact ventricular septum 
and in Fallot’s tetralogy. The murmur becomes 
longer and louder when the ventricular septum is in- 
tact, but is shorter, softer, and occurs earlier when a 
large septal defect (Fallot’s tetralogy) is present. Con- 
versely, the establishment of mild stenosis by a suc- 
cessful valvotomy or infundibular resection has been 
shown to produce opposite effects on the murmur in 
the two conditions, shortening and softening it when 
the septum is intact and prolonging and intensifying 
it in the tetralogy. The opposite behavior of the mur- 
mur with changing severity of the stenosis is attributed 
to the different dynamic situation in the two condi- 
tions. 

The value of auscultation and phonocardiography 
in evaluating the postoperative result is emphasized. 
The severity of stenosis after a pulmonary valvotomy 
or infundibular resection can be assessed by the same 
criteria defined for diagnosing the preoperative 
severity. The method is one of the earliest and most 
reliable means of determining what has been achieved 
at operation. —Stephen A. Zieman, M.D. 


Congenital Bicuspid Aortic Valve (La_bicuspidie 
aortique congénitale). P. Soutit, J. D1 Marréo, M 
CaraMANIAN, D. Cotonna, and J. Aupoin. Bull. Soc. 
med. hép. Paris, 1960, 76: 188. 


CONGENITAL BICUSPID AORTIC VALVE, when little or not 
at all modified by sclerosis and noncomplicated, is 
usually clinically latent and may constitute an inci- 
dental finding at autopsy. Frequently, however, the 
lesion is the site of the following alterations: sclerosis 
and calcifications leading to calcific aortic stenosis; val- 
vular eversion, usually producing severe aortic insuf- 
ficiency; and, finally, bacterial implantation. The find- 
ing of serious aortic insufficiency or a malignant endo- 
carditis of the aortic valves in a patient free from pre- 
vious cardiopathy should lead one to suspect the pres- 
ence of a congenital bicuspid valve. This anomaly is 


frequently associated with other cardiovascular mani- 
festations, the most common of which is stenosis of the 
aortic isthmus. Congenital alterations of the aortic 
walls may also be present, leading to rupture of the 
aorta or dilatation of a sinus of Valsalva. 

— Jonas Brachfeld, M.D. 


Congenital Bicuspid Aortic Valve in the Elderl 
(Bicuspidie aortique congénitale chez le vieillard), P, 
R. Tricot, M. Racor, and J. Brosto. Bull, 
Soc. med. hép. Paris, 1960, 76: 199. 


Four cases of bicuspid aortic valve are reported in 
elderly men, age 82, 85, 86, and 87. In no case was 
there an auscultatory sign of aortic insufficiency, or 
any sign of cardiac insufficiency. In 1 of the cases, both 
the pulmonary and the aortic valves were bicuspid 
and in the other 3 only the aortic valve was affected. 
The macroscopic and the microscopic characteristics 
of the lesion by which one can define its congenital 
origin are discussed; the absence of inflammatory 
signs, and particularly the disposition of the elastic 
fibers with respect to the commissural raphe, seem to 
be most characteristic. — Jonas Brachfeld, M.D. 


Anatomic Variations in 46 Patients with Congenital 
Aortic Stenosis. FRANK C. SPENCER, CATHERINE A, 
NEILL, Lewis Sank, and Henry T. BAuNson. Am. 
Surgeon, 1960, 26: 204. 


THE ANATOMIC VARIATIONS in 46 patients with aortic 
stenosis were classified as supravalvular in 1, valvular 
in 24, subvalvular in 13, and combined valvular and 
subvalvular in 3. In 2 patients the stenosis was present 
in both right and left ventricular outflow tracts, and 
in 3 there was underdevelopment of the left side of 
the heart. 

In valvular stenosis the valve was exposed with an 
incision in the ascending aorta, and the fused com- 
missure was incised with a knife. Aortic insufficiency 
followed operation in 5 of 23 operations. There were 
no deaths in 22 patients with uncomplicated valvular 
stenoses. In the subvalvular stenosis group the pa- 
tients get into difficulty between the ages of 5 and 20 
years. Aortic insufficiency was present in 4 of the 10 
patients. By retracting the aortic valve cusps one can 
expose a subvalvular stenosis. The stenotic area is ex- 
cised with a knife, scissors, or rongeurs. There were 
2 deaths after 9 operations for subvalvular stenosis. 

In the combined aortic and pulmonary stenosis 
group 1 case was not diagnosed during life and the 
other patient died after operation from injury to the 
ventricular septum. Aortic stenosis with underdevel- 
oped left ventricle was present in 3 patients. This com- 
bination is a contraindication to operative correction. 

Of the 27 patients with valvular stenosis, 24 under- 
went open heart surgery. There was 1 death in an 
infant who also had a coarctation, a patent ductus, 
and intractable left ventricular failure. The remaining 
23 patients have all done well although 5 of these have 
some degree of aortic insufficiency. Three patients, 2 
of them infants, died before surgery could be at- 
tempted. In the subvalvular stenosis group, 9 of the 10 
were operated upon and there were 2 deaths. Opera- 
tions were performed with cardiopulmonary bypass, 
intermittent coronary perfusion, and left atrial 
drainage. —Gabriel P. Seley, M.D. 
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The Course of Mitral Stenosis Without Surgery, 10 
and 20 Year Perspectives. Joun C. Rowe, Epwarp 
F. BLAND, Howarp B. Spracue, and Paut D. Wuirte. 
‘Ann. Int. M., 1960, 52: 741. 


THE sURVIVALS of patients with mitral stenosis treated 
surgically 10 or more years ago is known from data 
provided by Harken. There is little available data 
concerning comparable groups of patients with mitral 
stenosis alone who have been treated medically. The 
authors provide survival statistics for 250 patients 
followed up for 10 years and 115 followed up for 20 
years. The patients are separated according to grades 
of severity of the disease. The incidence of heart fail- 
ure, dyspnea, peripheral and pulmonary emboli, 
endocarditis, arrhythmias, and other complications 
is known for each group. There seems to be a sustained 
benefit from the mitral valvulotomy in patients with 
diseases in grades 2 and 3, reflected by longer life. 
That conclusion takes into account improvements in 
present day medical therapy. 
—Leonard D. Rosenman, M.D. 


Correction of Mitral Insufficiency Under Direct Vi- 
sion. EARLE B. Kay, Crp Nocuerra, and H. A. Zim- 
MERMAN. Circulation, 1960, 21: 568. 


Durinc the past 3 years, the authors have operated on 
82 patients with varying degrees of mitral insuffici- 
ency by the open heart technique. This total consisted 
of 25 patients with pure regurgitation, 17 with pre- 
dominant regurgitation and significant stenosis, 21 
with predominant stenosis and varying degrees of re- 
gurgitation, 12 with destroyed fibrocalcific valves, 3 
with traumatic regurgitation, and 4 with incompe- 
tent mitral valves, part of an endocardial cushion 
defect. 

A Kay-Cross rotating disc oxygenator delivering a 
flow rate of 3 to 3.5 liters per minute was used to 
establish extracorporeal circulation in each patient. 

The disease was limited primarily to the mitral 
valve in 18 of the 25 patients who had pure mitral 
regurgitation. Two deaths occurred in these 18 pa- 
tients, giving an operative mortality rate of 11 per 
cent. One death occurred in the group of 17 patients 
who had predominant mitral regurgitation with vary- 
ing degrees of mitral stenosis, and no deaths occurred 
in the 21 patients who had predominant mitral 
stenosis with varying degrees of regurgitation. Ap- 
proximately 85 per cent of the patients ir all 3 groups 
who had follow-up studies ranging from 3 months to 
2 years showed significant clinical hemodynamic im- 
provement. All 12 patients with fibrocalcific destruc- 
tion of the mitral valve died during the postoperative 
period from lack of significant hemodynamic im- 
provement. Preliminary laboratory observations on 
an artificial mitral valve made from woven teflon 
fabric indicated that it was suitable for clinical trial. 
Unfortunately, there were no survivors in a group of 
3 poor risk patients in whom complete valvular re- 
placement was attempted. 

— Stephen W. Carveth, M.D. 


Transventricular Mitral Valvotomy, FRANK GERBODE. 
Circulation, 1960, 21: 563. 


THE auTHOR relates his experience with the trans- 
ventricular method of mitral valvotomy after a brief 
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historical review of the subject. The surgical technique 
is explained in detail. It is thought that more forceful 
splitting of the commissures has resulted in better mo- 
bility of the valvular leaflets and a larger aperture. 
This may create mitral insufficiency in some cases, but 
not of such a degree as to interfere with recovery. 

Left lateral thoracotomy was employed. A purse- 
string suture was placed around the base of the atrial 
appendage, and the valve was explored to ascertain if 
satisfactory digital commissurotomy was feasible. If 
more forceful valvotomy was necessary, a dilator was 
used. This instrument was guided into proper position 
by the right index finger extending down from the 
left atrium. 

In the past 200 operations on the mitral valve by 
means of the closed method, the operative mortality 
rate was 12.5 per cent. Seventeen patients had under- 
gone previous mitral commissurotomy; 2 postopera- 
tive deaths occurred in this group after the trans- 
ventricular operation. 

The author is not convinced that direct vision is of 
much aid in opening an extremely scarred and calci- 
fied valve, and he prefers to reserve open operation 
for the patient with extensive thrombi in the atrium 
or for one who has associated mitral insufficiency of 
a significant degree. The results of transventricular 
valvotomy were more satisfactory than were those 
after the usual digital commissurotomy. 

—Stephen W. Carveth, M.D. 


Mitral Commissurotomy in Pregnancy. A. M. Doct- 
ott1, G. DELLEPIANE, A. Actis Dato, R. GENTILLI, 
and P. N. Siziguini. 7. Thorac. Cardiovasc. Surg., 1960, 
39: 663. 


‘THE AUTHORS report 37 cases in which a mitral com- 
missurotomy was performed during pregnancy. 
There was no maternal mortality and only 3 post- 
operative spontaneous abortions occurred. Their ex- 
perience has resulted in specific suggestions for the 
surgical treatment of mitral stenosis in pregnancy. 
The increased cardiac work load during pregnancy 
progresses rapidly after the fourth month; therefore, 
the operation should be performed during the first 4 
months of gestation. Physiologic data and operative 
results are presented to support the use of the opera- 
tive approach during pregnancy in preference to 
therapeutic abortion with cardiac surgery at a later 
date. —Richard E. Gardner, M.D. 


Induced Fibrillatory Arrest in Open-Heart Surgery. 
Witiram W. L. GLenn, ALLAN L. TooLte, EpwarD 
Lonco, Hume, and Tuomas O. GENTscH. 
N. England 7. M., 1960, 262: 852. 


Continuovs fine fibrillatory movements of the ventri- 
cle are obtained by means of line voltage of about 
2 to 5 volts, with the current delivered through a small 
alligator clip attached to the myocardium. Stimulat- 
ing fibrillation is stopped when open-heart surgery is 
completed. If regular rhythm does not return spon- 
taneously, electrodes are applied to the heart and 
repetitive electric shocks of 110 to 150 volts are given. 
Resuscitation can be achieved even after 1 hour of 
fibrillatory arrest. Coronary blood flow must be ob- 
tained during the period of arrest of the normothermic 
heart. —Benjamin G. P. Shafiroff, M.D. 
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Experiences with Open Heart Surgery During Cardi- 
opulmonary Bypass in 270 Cases. Henry T. BAHN- 
soON, FRANK C. SPENCER, Ropert A. GAERTNER, and 
Donatp W. Benson. Am. Surgeon, 1960, 26: 227. 


Two HUNDRED AND SEVENTY open cardiac operations 
performed with cardiopulmonary bypass form the 
basis of this report. The Gaertner-Kay modification of 
the Gibbon screen oxygenator was used in most cases. 
The machine and method of its use are described in 
detail. As a result of bad effects, potassium induced 
cardiac arrest has been abandoned and prolonged 
interruption of coronary flow has not been employed. 
Short intermittent aortic occlusion is useful. 

Postoperative hemorrhage is a major problem. Re- 
exploration is required for sudden or massive hemor- 
rhage or particularly if there appears to be cardiac 
tamponade. Staphylococcus infections caused death in 
3 patients. The results in various types of lesions are 
presented. In congenital aortic stenosis, 29 of 31 pa- 
tients survived operation and were improved. In the 
adults the survival rate has been improved by the use 
of coronary artery perfusion and mobilization of valve 
leaflets rather than by concentration on calcium re- 
moval. Ventricular septal defects have been closed in 
34 selected patients with 1 death. When the clinical 
evidence suggests that the work of the two ventricles 
and the resistance of the two circuits are approaching 
equality, then the risk of correction becomes pro- 
hibitive. 

For the tetralogy of Fallot, subclavian pulmonary 
anastomosis is employed in children up to the age of 6 
years. Many of the older patients operated upon by 
cardiopulmonary bypass had had shunt procedures in 
early life. Wide excision of the infundibular muscle 
and scar can be performed, although a patch may be 
necessary. 

Atrial septal defects of the septum secundum type 
can be treated with hypothermia, caval occlusion, and 
coronary perfusion. Cardiopulmonary bypass is re- 
served for adults or in casesin which the diagnosis is not 
clear. Cardiopulmonary bypass is used for ostium 
primum defects and major problems of anomalous 
venous return. —Gabriel P. Seley, M.D. 


Pendulum Type of Artificial Heart Within the Chest. 
Cuar.es Houston, TeEtsuzo Akutsu, and WILLEM 
J. Kore. Am. Heart 7., 1960, 59: 723. 


IN THE PENDULUM TyYPE Of artificial heart the ventri- 
cles empty alternately rather than simultaneously. 
The preliminary model described in this article alter- 
nately compresses the right and left polyurethane 
ventricles and seemed promising enough to serve as a 
model for a more durable pump, which is under con- 
struction. 

In an artificial heart the right and left ventricles 
need not contract simultaneously. The pendulum 
type of mechanical heart described is one in which a 
small motor swings on pivots within a rigid housing, 
and each ventricle is compressed alternately. The out- 
put may be as high as 1,800 ml./min., and it is di- 
rectly related to atrial pressure. Hemolysis is accept- 
ably low. It was found that a pump which incom- 
pletely empties the ventricles and contains poly- 
urethane valves of the type designed causes less 
hemolysis than any other pump now available. 


In an anesthetized dog blood pressure, spontaneous 
respiration, and corneal, wink, and tendon reflexes 
were maintained for 5 hours with the pendulum-type 
pump. While the mechanical heart sustained the ani- 
mal’s circulation, the following mean pressures were 
recorded: aorta, 150; pulmonary artery, 25; left 
atrium, 5; and right atrium, 17 mm. Hg. 

— Stephen A. Zieman, M.D. 


Roller Type of Artificial Heart Within the Chest, 
Tetsuzo Axutsu, CHARLEs S. Houston, and WiLLEM 
J. Kourr. Am. Heart J., 1960, 59: 731. 


THE ROLLER TYPE Of artificial heart has the advantage 
of a long diastole, which facilitates filling of the ventri- 
cles. As in the pendulum type of artificial heart, the 
ventricles empty alternately rather than simulta- 
neously. Furthermore, the advantages of only one 
valve for each side (the aortic and pulmonary artery 
valves), a favorable relation between filling pressure 
and output so that the pressure in each atrium deter- 
mines, to a large extent, the ventricular output on the 
same side, and a long filling period for the ventricles 
make this type of artificial heart basically a desirable 
instrument. 

It is of simple design and streamlined to fit into the 
chest. A small, freely moving roller rotates within a 
larger brass housing in which are two polyurethane 
ventricles. These ventricles are 2 mm. deep and 25 
mm. wide and lie against the outer housing, with ports 
through the housing to permit entry of the atria and 
exit of the aorta and the pulmonary artery. Between 
the ventricle and the outer housing is a sheet of poly- 
urethane foam, so that the rotating roller compresses 
the ventricles against a somewhat yielding surface, 
thereby minimizing trauma to red blood cells. Only 
one valve for each ventricle is needed in this type of 
pump. These valves are of the tricuspid, semilunar 
type and are placed in the exit ports, aorta and pul- 
monary artery. The vessels extend beyond the outer 
housing in order to facilitate anastomosis to living 
vessels. The pump is powered by a Globe DC motor. 

The pump maintained the circulation of a dog for 2 
hours. Pressure tracings showed the alternation be- 
tween pulmonary arterial and aortic pressures and the 
long filling period (diastole) for the ventricles. 

—Stephen A, ieman, M.D. 


Pericardial Tamponade; Newer Dynamic Concepts. 
. WALTER Martin and WorTHINGTON G. SCHENK, 
R. Am. F. Surg., 1960, 99: 782. 


QUANTITATIVE DETERMINATIONS of arterial pressure, 
venous pressure, and left ventricular output were 
made electronically in experimental animals with in- 
duced pericardial tamponade. With increased peri- 
cardial pressure, cardiac output fell in the dog from 
170 c.c./ min./kgm. to 30 c.c./ min./kgm. and 
venous pressure rose from 0 cm. to 12 cm. of water. 
Peripheral resistance also increased from 4 to 14.5 
units while the blood pressure appeared to be stable 
and within the normal range. When cardiac output 
fell 63 per cent, the mean femoral arterial pressure 
declined 12 per cent. The fall of arterial pressure was 
usually precipitous when intrapericardial pressure at- 
tained an average of 13 to 16 cm. of water. Scatter- 
grams of venous pressure indicated a linear relation- 
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ship with increasing pericardial pressure and therefore 
appeared to be an indicator of circulatory status. 
—Benjamin G. P. Shafiroff, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Transthoracic Fundoplication for the Management of 
Special Forms of Reflux Esophagitis (Transthorakale 
Fundusraffung zur Beeinflussung besonderer Forman 
von Refluxoesophagitis). R. Nissen. Langenbecks Arch. 
klin. Chir., 1960, 293: 365. 


THE AUTHOR, who is the director of the Surgical De- 
partment of the University of Basel, Switzerland, 
describes a new method for management of reflux 
esophagitis caused by diaphragmatic hernia and 
similar conditions. 

The method is fundoplication, that is, the distal 
portion of the esophagus is narrowed by means of a 
cufflike sheath fashioned from the stomach fundus. 
Usually this operation is carried out through a 
laparotomy incision and approach from the ab- 
dominal space; the author had good results with this 
method in a series of 74 cases. However, in certain 
cases this technique is not successful, and the esopha- 
gitis can be controlled only by transpleural approach. 
The author of this article reports 5 pertinent cases in 
detail. 

Four different indications are given for transtho- 
racic fundoplication: (1) relapse after preceding direct 
surgery (formation of extensive postoperative ad- 
hesions in the mediastinal space); (2) fixed diaphrag- 
matic hernia of long duration with transition into ac- 
quired brachyesophagus; (3) all forms of brachy- 
esophagus; and (4) combination of esophagitis with 
organic lesions of the distal portion of the esophagus 
such as epiphrenal diverticulum. 

— Werner M. Solmitz, M.D. 


The Cervical Phase of Antethoracic Esophageal Re- 
construction Utilizing the Terminal Ileum and the 
Ascending Colon (Le temps cervical dans les 
oesophagoplasties pré-thoraciques avec liléo colon 
droit). P. HumBert and J. Dor. Ann. chir., Par., 1960, 
14: 391. 


THIS REPORT concerns 33 esophageal reconstructions 
utilizing the terminal ileum and the ascending colon. 
Reconstruction by way of the antethoracic route is 
tolerated better than that through a thoracoabdomi- 
nal incision. The length and the vascularization of the 
ileocolic segment are almost always adequate and the 
ileocolic juncture tends to prevent reflux. The high 
mortality from esophagectomy and the 25 to 35 per 
cent incidence of incurable salivary fistulas at the 
anastomotic site prompted the authors to revise their 
operative technique. 

Antethoracic reconstruction is indicated primarily 
as palliation in patients with inoperable esophageal 
cancers and after resection of the proximal and mid- 
dle esophagus. 

The ileopharyngostomy is established between the 
lateral pharyngeal surface and the lateral aspect of 
the proximal ileum. Through an incision at the an- 
terior edge of the sternocleidomastoid muscle and 
after transection of the omohyoid muscle, the middle 
cervical fascia is penetrated and the carotid sheath is 
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retracted laterally. The pharynx is freed from the 
prevertebral tissues and pulled forward. The anasto- 
mosis is accomplished in two layers using interrupted 
nylon sutures and is fixed to the thyroid, thus pre- 
venting excessive tagging during deglutition on the 
anastomotic line. Even though the operative mortal- 
ity remained high, the authors’ technique prevented 
the development of salivary fistulas, which are known 
to resist any type of corrective attempts. 
—Karel B. Absolon, M.D. 


Choriocarcinoma of the Mediastinum (Les tumeurs 
chorio-carcinomateuses du médiastin). M. Bariéty, 
Ch. Coury, J. Poutet, and F. Capanne. Sem. hép. 
Paris, 1960, 36: 1063. 


CHORIOCARCINOMA OF THE MEDIASTINUM is an ex- 
tremely rare, aggressive, malignant tumor. Thirty- 
four cases have been reported in the world literature, 
1 in a woman. Apart from the single case in the fe- 
male, 55 per cent of the 33 reported cases of medias- 
tinal choriocarcinoma occurred in males in the 20 to 
29 age group; the others were discovered in patients 
ranging from 12 to 72 years of age. The authors de- 
scribe in detail the pathogenesis of the tumor in terms 
of normal and abnormal embryology. 

The classical syndrome consists of gynecomastia, 
testicular atrophy, and the presence of prolan B in the 
urine. This syndrome, together with histologic exam- 
ination of the tumor, establishes the diagnosis. The 
cells of Langhans secrete the chorionic gonadotropic 
hormone. Gynecomastia occurs in about 50 per cent 
of the cases and represents true glandular tissue hy- 
pertrophy. Testicular atrophy is more often evident 
histologically than on physical examination. The 
major biologic characteristic is prolanuria. 

Mediastinal choriocarcinoma is a rapidly progres- 
sive tumor. Once the diagnosis is made, life expectancy 
is 2 to 3 months. There is no record of spontaneous 
regression. 

Up to this time there is no treatment for mediastinal 
choriocarcinoma. Roentgenotherapy, P*, nitrogen 
mustards, and the folic acid derivatives are without 
any demonstrable effect. Surgical intervention is usu- 
ally limited to thoracotomy for diagnostic histology. 

—Edwin J. Pulaski, M.D. 


Mediastinal Tumors. Roun A. DANIEL, JR., WALTER 
L. Drvetey, H. Epwarps, and Nei CHam- 
BERLAIN. Ann. Surg., 1960, 151: 783. 


A piscussion of mediastinal tumors is presented based 
upon the case histories of 81 patients exhibiting pri- 
mary growths of the mediastinum who were seen at 
the Vanderbilt University Medical Center in Nash- 
ville, Tennessee between 1936 and 1959. Twenty-nine 
patients, 36 per cent, had experienced no symptoms 
referable to the tumor. Twenty-six, 32 per cent, of the 
lesions were found to be malignant. Three of these 
patients with malignant tumors were totally asymp- 
tomatic; the lesion was discovered as a result of a rou- 
tine roentgenogram of the chest. The diagnosis was 
confirmed at operation in all patients. 

The mediastinal tumors in this series presented a 
variety of pathologic conditions including cysts, neu- 
rogenic tumors of various sorts, thyroid and thymic 
tumors, as well as lymphomas, teratomas, and granu- 
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lomas. Representative roentgenograms and photomi- 
crographs of the pathologic specimens are presented. 
In the group of 81 patients 24 separate varieties of 
tumors were found. 

The authors indicate that an accurate preoperative 
diagnosis in patients with mediastinal tumor is rather 
difficult. Only in the neurogenic tumors, pericardial 
cysts, and mediastinal thyroid tumors was a reason- 
able proportion correctly diagnosed prior to opera- 
tion. 

There were only 2 deaths in the series. One of these 
was of a child with an extensive mesothelioma and an 
associated congenital cardiac lesion. The second was 
of a female patient with a markedly toxic mediastinal 
goiter and cardiac failure. 

— Orville F. Grimes, M.D. 


DIAPHRAGM 


Incarcerated and Obstructed Diaphragmatic Hernia. 
J. Horton and J. D. S. Hammonp. Thorax, Lond., 
1960, 15: 59. 

ALTHOUGH DIAPHRAGMATIC HERNIA is a Common upper 

gastrointestinal tract abnormality, strangulation of 

this type of hernia is exceedingly rare. Two such cases 
are reported, 1 with frank hematemesis and the other 
associated with overt tetany. 

The first patient had had an Allison-type repair 6 
months prior to strangulation. A severe constricting 
pain developed to the left of the xiphisternum and 
there was regurgitation of all fluids shortly after swal- 


lowing. The regurgitated fluid became blood-stained 
and later contained clots. Examination of the chest 
revealed signs of a left-sided tension pneumothorax. A 
thin barium swallow study confirmed an obstruction 
at the lower end of the esophagus, but the upper bor- 
der of the stomach could not be outlined satisfac. 
torily. At operation, a large, strangulated, gangrenous 
gastric diaphragmatic hernia was excised. The her- 
nial ring was close to the esophageal hiatus, but not 
continuous with it. Recurrent vomiting after the ini- 
tial repair had evidently been responsible for rupture 
of the counterincision made in the diaphragm. 

The second patient presented with signs of alkalotic 
tetany after 2 weeks of vomiting. Carpopedal spasm 
was present and the results of blood tests indicated a 
severe metabolic alkalosis. A diaphragmatic hernia 
had been seen on a chest roentgenogram 6 years be- 
fore; a barium meal had confirmed that this was a 
large paraesophageal hiatus hernia. After 9 days of 
treatment for the alkalosis, the result of a barium 
study appeared identical with that made 6 years 
previously. There was, however, no evidence at this 
time of pyloric stenosis. One week later an Allison 
repair of the hernia was performed. It seems likely 
that a partial volvulus of the stomach had been pres- 
ent in this patient for 6 years, since both barium 
studies showed the major part of the stomach to lie in 
the thoracic cavity, behind and slightly to the right of 
the heart. Because of the absence of strangulation, re- 
pair was not as urgent as it had been in the first pa- 
tient. —Stuart L. Scheiner, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Blunt Trauma of the Abdomen (Alcune considerazioni 
clinico-statistiche su 83 casi di trauma dell’addome). 
C. Banprera, R. Famiuiari, G. Esposiro, and S. 
CasTELLANA. Cardarelli, Napoli, 1959, 1: 243. 


IN THIS ARTICLE the authors report on their personal 
experience with cases ofblunt trauma of the abdomen. 
Ina period of 43 months, from November 1954 to May 
1958, 83 patients with blunt trauma of the abdomen 
were treated surgically at the Emergency Department 
of the City Hospital of Naples, Italy. 

This series includes individuals of both sexes with an 
age incidence ranging between 1 and 70 years. The 
largest group, as expected, was comprised of people in 
the second and third decade of life. The sex incidence 
was greatly in favor of man, with a ratio of 91.6 to 8.4. 
As far as the type of accidents is concerned, car acci- 
dents were most frequent, 21.6 per cent, followed by 
falls, 16.8 per cent. An over-all mortality rate of 25.3 
per cent has been observed. This includes both the 
immediate intraoperative or postoperative deaths and 
those patients who died after discharge from the hos- 
pital, but for a cause directly related to the trauma. 
The highest mortality was due to traumas to the kidney 
and to the pancreas, immediately followed by hepatic, 
mesenteric, and splenic lesions. In other words, the 
highest incidence of death was related to the trauma 
which induced the most severe hemorrhages. All the 
deaths observed in this group of patients were due to 
irreversible shock. On the other hand, in those cases in 
which the trauma led to peritonitis the results were 
favorable, with only 1 death in 16 instances of per- 
forations of the small intestine. Antibiotics were of 
great help on this problem. However, despite the 
modern therapeutic measures, the over-all mortality is 
still high. The authors quote Clarke’s opinion on early 
intervention. The experience gained with this series 
led the authors to agree with this point of view and to 
emphasize that no patient with serious blunt trauma 
of the abdomen should be denied the benefit of an early 
explorative laparotomy. The authors believe it is pref- 
erable to operate upon a patient who perhaps does not 
need surgery, rather than to lose a patient because of 
too conservative an approach. 

— Maria Serratio, M.D. 


Indications for Operation in Abdominal Trauma. 
Geratp W. Suartan. Am. Surg., 1960, 99: 657. 


THE AUTHOR does not question the wisdom of abdom- 
inal exploration after abdominal trauma when the 
amount of damage or injury is in doubt, but believes 
that more diagnostic consideration, with a program of 
careful waiting and observation, is advisable because 
of the morbidity and mortality that may be con- 
nected with abdominal exploration. In this connec- 
ton some of the mortality figures cited for explora- 
on in patients in whom no visceral injury was found 
seem disproportionately high, i.e., 7.2 and 29 per 


cent, and call rather for a scrutiny of the source than 
for a blind acceptance of the conclusions. 

For original material 180 cases of abdominal 
trauma of a civilian nature were reviewed. In these 
cases the indications for exploratory operation were 
those of nontraumatic surgery, that is, peritoneal irri- 
tation evidenced by rebound tenderness, muscle 
spasm, reduced bowel sounds, hematemesis, proc- 
torrhagia, and positive abdominal paracentesis. Of 
the 125 patients managed nonoperatively, 1 died, but 
this was not from any intra-abdominal injury. Of 53 
patients who underwent celiotomy, 40 had intra- 
abdominal injuries that justified operation. There 
were 8 deaths in this group of patients. Doubtful cases 
in this series were usually resolved within 24 hours, 
and in only 2 patients did splenic injury become evi- 
dent more than 24 hours after admission. 

—Carl H. Calman, M.D. 


Significance of Reducible Inguinal Hernia in Closed 
Abdominal Injuries. H. T. Joun. Lancet, Lond., 1960, 
1: 568. 


THE AUTHOR BELIEVES that the significance of a re- 
ducible inguinal hernia in closed injuries of the ab- 
domen is often not appreciated. Rupture of the small 
intestine may complicate a pre-existing easily reduci- 
ble inguinal hernia after a sudden strain or direct 
trauma to the abdominal wall. In the author’s first 
case a loop of ileum was damaged after a minor blow 
to the abdomen, while in the second the ileum was 
perforated after a sudden violent contraction of the 
abdominal wall. 

Shortly after injury the symptoms and signs of 
intraperitoneal damage are often slight or absent. 
Signs may not appear for many hours, presumably 
because the pouting mucosa is tightly gripped by the 
muscle coats, preventing much contamination at first. 
The author believes that any injured person with 
abdominal symptoms, however slight, and a reducible 
hernia should be kept under close observation until 
damage to the small bowel has been excluded. 

—Robert Turell, M.D. 


Spontaneous Hematoma of the Rectus Muscle of the 
Abdomen (Ematoma spontaneo del muscolo retto 
dell’addome). SEBASTIANO FERRERA. Osp. ital. Chir., 
Firenze, 1960, 2: 79. 


THE PATIENT was a 70 year old male who, following 
excessive coughing, was admitted to the hospital. In- 
spection of the abdomen disclosed an oval tumefac- 
tion, 20 by 10 cm., its upper border 2 fingerbreadths 
above the umbilicus and its lower border 2 finger- 
breadths above the pubis. Direct roentgenography re- 
vealed a shadow corresponding to the region of the 
swelling and meteorism in the rest of the abdomen. 
An operation was undertaken 11 hours after the 
appearance of the symptoms. By means of a midline 
incision a firm elastic distention of the rectus sheath 
was found and when this was incised a hematoma, 
medial and posterior to the muscle, was disclosed. 
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Evacuation of the coagula revealed a lacerated and 
bleeding rectus abdominis muscle. A drain was placed 
in the resultant pocket and the abdominal wall was 
closed. 

These patients, despite the progress in clinical ex- 
perience, still arrive in the majority of instances at the 
operative table with an erroneous diagnosis. Thus the 
author believes that, in the case of an obscure abdom- 
inal syndrome in which there are signs of general hy- 
pertension, evidence of arteriosclerosis, and the pa- 
tient is ~* advanced age, a hematoma of the rectus 
abdominus muscle should be suspected. This possibil- 
ity is especially pertinent when there is a history of 
some sudden contraction of this muscle. Merely to 
consider such a possibility may pave the way for a 
correct diagnosis. — John W. Brennan, M.D. 


Abdominal Tumors in Infants and Children. C. Ev- 
ERETT Koop. Arch. Dis. Childh., Lond., 1960, 35: 1. 


ABDOMINAL Tumors in children are usually silent and 
are frequently discovered accidentally. They may well 
be diagnosed by chance in the systemic work-up for 
apparently unrelated symptoms. The embryoma of 
the kidney or Wilms’s tumor and the neuroblastoma 
are the two major tumors of the abdomen found in 
children. 

Abdominal tumors present an urgent situation in 
management. In every tumor there is a day when 
metastasis takes place. Before this day extirpation of 
the primary tumor should result in a complete cure. 
After metastasis has occurred the extirpation of the 
tumor has no effect on mortality and in all likelihood 
even the addition of roentgen therapy and chemo- 
therapy alters the prognosis but little. 

Minimal investigations are ordered, not only be- 
cause more are unnecessary but also because the 
longer a child lies about the wards of the hospital, the 
more opportunity he has for his abdomen to be pal- 
pated by enthusiastic members of the house staff and 
by medical students. The necessity for minimal 
trauma by palpation, either preoperatively or at the 
operating table, is emphasized. The author attempts 
ligation of the blood supply to the tumor before 
handling it if at all possible. Wide incisions of the 
thoracoabdominal variety are commonly made in 
order to approach an intra-abdominal or retroperi- 
toneal mass without undue manipulation. 

The Wilms’s tumor has a capsule and, if this rup- 
tures spontaneously or is ruptured during the opera- 
tive procedure, the prognosis is tantamount to 
eventual death. Metastases is usually to the lung fields 
and seldom to the regional nodes. The mortality is 
high, the best results being obtained in those clinics 
where the aforementioned practices are carried out 
and where prompt surgery is followed by adequate 
irradiation. 

The neuroblastoma is frequently nonencapsulated; 
its metastatic pattern is to the bones of the extremities, 
to the skull, and to retro-orbital areas. Growth by 
direct extension into adjacent organs is common. The 
best mortality rate is not necessarily reported from 
those clinics that treat neuroblastoma as they do 
Wilms’s tumors by roentgen treatment immediately 
after surgery. This tumor apparently has a unique 
ability to revert from a malignant to a benign form 


and little or nothing in the way of therapy may be 
associated with this course of events. The best results 
have been in those patients who had a major surgical 
insult to their tumor. 

The intravenous pyelogram is at all odds the key 
study in the differential diagnosis of these two tumors, 
In a current technique the patient is given a car- 
bonated beverage immediately after the dye is in- 
jected intravenously in order that the carbon dioxide 
liberated from the beverage will fill the stomach, push 
the viscera out of the way, and show the dye secreted 
by the kidney through a large radiolucent gastric 
shadow of gas. In addition, the intravenous dose of 
dye is reinforced by a second injection if there is no 
apparent dye secretion in the first film taken 5 min- 
utes after the initial injection. 

—Charles Baron, M.D. 


Panniculitis of the Mesentery. Witt1am W. Ocpen II, 
Donatp M. Brapsurn, and James D. Rives. Ann. 
Surg., 1960, 151: 659. 


SEVEN casEs of extensive involvement of the mesentery 
of the small bowel by a chronic nonspecific inflamma- 
tion are reported. Clinically the condition is charac- 
terized by recurrent abdominal pain, intermittent 
nausea and fever, and general malaise. On examina- 
tion, low grade fever and localized abdominal tender- 
ness were found. Abdominal masses could be palpated 
in 4 of the 7 cases. 

On gross inspection, the mesentery was markedly 
thickened and contained areas of discoloration. The 
peritoneum over these areas was firmly adherent. The 
entire mesenteric root was involved in 6 cases and in 1 
case the principal involvement was in the ileal mesen- 
tery. In 2 cases there was a small amount of milky 
chylous fluid in the folds between the masses, and in 1 
an acute inflammatory reaction with edema was 
superimposed on the chronic inflammatory process. 
Microscopically, these areas showed moderate infil- 
tration of the fat by macrophages with abundant 
foamy cytoplasm. There were also focal collections 
of lymphocytes in the area. The pathologic appear- 
ance of this inflammatory fat was similar to that in 
Weber-Christian disease. 

The only surgical treatment of the involved mesen- 
tery was biopsy. One patient has subsequently had 
recurrent episodes of epigastric pain and low grade 
fever, which have been controlled with cortisone or 
roentgenotherapy. The other patients have remained 
asymptomatic but the follow-up period is quite brief. 

—John W. Braasch, M.D. 


Primary Tumors of the Retroperitoneum. JOHN PavL 
Nortu. Ann. Surg., 1960, 151: 693. 


PaTIENTs with tumors of the retroperitoneum have 
the common problem of an obscure mass in the ab- 
domen. 

In the experience of the author, reporting from the 
Veteran’s Administration Hospital, Dallas, Texas, 
intravenous urography has yielded the most reliable 
information and should be the first roentgenologic 
examination requested if a retroperitoneal tumor is 
suspected. 

The author presents several case histories, illustra- 
tive photographs of roentgenograms, and pathologic 
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specimens to indicate the various types of retroperi- 
toneal tumors found in this series of patients. The 
pathologic findings included simple retroperitoneal 
cysts, largely of a dermoid nature; tumors of mesen- 
chymal or neural origin; tumors of lymphatic origin; 
and, finally, miscellaneous tumors of an indeterminate 
nature. 

A variety of primary tumors may originate in the 
retroperitoneal tissues and are clinically indistinguish- 
able from one another. Since both treatment and 
prognosis hinge upon a precise diagnosis, exploratory 
laparotomy and biopsy or removal are obligatory. 
The summaries of 17 cases are presented in the article 
to illustrate the problems encountered and the vagar- 
ies of these tumors. One dermoid and three simple 
cysts of the retroperitoneum were cured by surgical 
excision. The 7 patients with tumors of mesenchymal 
or neural origin include 1 with a tumor which was 
benign and resectable and 1 with a malignant leio- 
myosarcoma which has had an impressively long re- 
mission after irradiation. The other patients ultimately 
succumbed to their disease but in most instances only 
after a considerable period had elapsed during which 
local complications were relieved by further surgery. 
Infiltration and metastases were late occurrences in 
these cases. 

The experience with the lymphomas confined to 
the retroperitoneum has been discouraging. Roentgen 
therapy produced a remission in only 2 of 5 cases. The 
longest survival after appearance of the tumor was 
only 20 months. The survival for 9 years and 9 months 
in an obscure and apparently hopeless case under- 
scores one of the outstanding characteristics of these 
tumors, namely their unpredictable behavior. 

— Orville F. Grimes, M.D. 


Hiatal Hernia (Hernias del hiato esofagico). Horacio 
Guti£RREZ BLANco. Prensa méd. argent., 1959, 46: 2772. 


AFTER REVIEWING the classification and cause of hiatal 
hernias, the author concludes that the lack of tissue 
elasticity resulting from the aging process is the main 
factor in the production of hiatal hernias. Of 167 
cases, 11 of which were paraesophageal, 84 per cent 
were observed in patients more than 40 years of age, 
with a slight predominance in females. Obesity was 
associated with 78 per cent of all hernias. 

The symptoms were produced in most cases by the 

reflux of gastric juice into the esophagus. Pain was the 
chief symptom in 53 per cent of cases, but in only 21 
per cent of these was the pain clearly related to pos- 
tural changes. Fifty-seven per cent of the patients had 
hyperchlorhydria. Gallstones were observed in 21 per 
cent, duodenal ulcer in 13 per cent, and colonic di- 
verticuli in 17 per cent of the cases. Sometimes hiatal 
hernia is first manifested by bleeding, 16 per cent, and 
in 2 patients emergency operations had to be per- 
formed to control hemorrhage. The complication 
of esophageal stenosis was found in only 1 instance 
in this series. 
_ Surgical treatment was preferred for sliding hernias 
in children, for paraesophageal hernias, and for com- 
plications such as stenosis, hemorrhage, and intracta- 
bility. Twenty per cent of the patients in this series 
underwent surgery. The author does not mention the 
surgical approach used. —Jaime Barcena, M.D. 
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Herniotomy for Umbilical Hernia in the Bad-Risk 
Patient. Max R. Gaspar and L. Dean Gipson. Ann. 
Surg., 1960, 151: 567. 

In A sTuDy involving bad-risk patients, the authors 
found that emergency operation for the complications 
of umbilical hernia had a mortality rate of 10 per 
cent. When strangulated bowel was in the hernial sac, 
the mortality rate was 18 per cent and this increased 
to 46 per cent when bowel resection was necessary. 
The mortality rate is particularly high in the bad-risk 
patient. Many of these patients are elderly, most are 
obese, and some suffer from heart disease. The au- 
thors suggest that the bad-risk patient requiring an 
emergency operation for umbilical hernia might be 
saved by incision of the constricting ring, thereby re- 
lieving the obstruction and converting the existing 
hernia into a larger one. 

In 4 of 16 patients in the authors’ series this proce- 
dure was life-saving. In 4 other cases herniotomy did 
not save the patients. However, it is doubtful that any 
procedure would have saved these patients, for they 
were desperately ill and needed an operation. Seven 
other patients had poor results from herniotomy. 
They have severe morbidity, repeated hospital entries, 
and some required subsequent operations as a result 
of the large ventral hernia incident to the herniotomy. 
Five of them died from the complications of the large 
ventral hernia. 

The authors conclude that only occasionally is um- 
bilical herniotomy an acceptable surgical maneuver 
in the desperately ill, bad-risk patient and in massive 
hernias complicated with obstruction or strangula- 
tion. It probably saves very few lives, if any. If per- 
formed, it is wise to keep the patient in the hospital 
until he is in optimum physical condition at which 
time the hernia should be repaired. 

—Ely Elliott Lazarus, M.D. 


GASTROINTESTINAL TRACT 


Diagnosis and Treatment of Esophageal Hemorrhage 
(Diagnose und Behandlung der Oesophagus-Blutung ). 
Norman C. TANNER. Chir. Praxis, 1959, p. 163. 

THE AUTHOR presents a new surgical technique for the 

management of bleeding from esophageal varices that 

cannot be brought under control after 24 hours of 
tamponade with a Sengstaken type of tube. He 
describes the procedure as a subcardial azygoportal 
transection. The approach is thoracoabdominal. The 
distal 5 to 8 cm. of the esophagus is freed and all 
vessels and ligaments to that area are divided. The 
stomach is then transected about 5 cm. below the 
cardia, including the vessels of the greater and lesser 
curvature at that level, and the stomach is immedi- 
ately reanastomosed. The blood supply from the 
esophagus is sufficient to assure the viability of the 
proximal segment of the stomach. To control the 

postvagotomy syndrome, the author has, since 1955, 

also performed a pyloroplasty or a gastrojejunostomy. 

Ascites occurred in only 2 cases and was of short dura- 

tion. The results as compared with those of portacaval 

and splenorenal shunt are shown in Table I. 

Of the 6 instances of encephalopathy associated 

with portacaval anastomosis, 3 were severe cases and 3 

were slight; in the 1 instance associated with azygo- 
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TABLE I.—OPERATIVE RESULTS 


___Death___ 
Al op- 
eration Later 


No. of 


Enceph- 
Operation cases 


alopathy 
Portacaval anastomosis 21* 6 
Splenorenal anastomosis 


Azygoportal transection 
Emergency........... id 1 
Elective...... 


7 


*17 followed up 


portal transection the result was fatal, but the condi- 
tion had been present before operation. 

The author believes that the surgical procedures 
now available are useful as emergency and elective 
treatment for bleeding esophageal varices. In 3 
patients who were in very good condition a spleno- 
renal shunt was done at the same time as the azygo- 
portal transection. —Hellmut Mattheis, M.D. 


Local Gastric Hypothermia in the Treatment of Mas- 
sive Upper Gastrointestinal Hemorrhage. W. O. 
GrirFEN, JR., P. A. Satmon, A. Castanepa, D. 
Nicotorr, and O. H. WANGENTSTEEN. Minnesota M., 
1960, 13: 299, 


‘THE AUTHORS RELATE their experiences with intragas- 
tric hypothermia in the treatment of massive upper 
gastrointestinal bleeding. Generally, the patients 
treated thus far have been those who have failed to 
respond to the usual methods of treatment and who 
continue to have massive hematemesis, despite the 
usual conservative measures of sedation, transfusion, 
nasogastric suction, or a milk drip. The criteria em- 
ployed by the authors as guides to invoke local gastric 
cooling for the control of massive gastric hemorrhage 
were two or all of the following: (15 shock, (2) contin- 
uing hemorrhage with a hemoglobin value of less than 
10 grams, and (3) necessity to continue transfusion in 
order to support a falling blood pressure and to con- 
trol tachycardia. 

Local gastric hypothermia has been shown experi- 
mentally to reverse many of the factors responsible for 
hemorrhage in the peptic ulcer diathesis. In the 
present study, local gastric hypothermia was found 
efficacious in the management of massive gastric hem- 
orrhage from a variety of manifestations of the peptic 
ulcer diathesis. It was effective also in the control of 
massive hemorrhage from esophageal varices. It has 
proved quite successful in cases of erosive gastritis, a 
peptic ulcer variant. 

Massive gastric hemorrhage occurring postopera- 
tively in patients is essentially a stress ulcer phenom- 
enon. Some instances of massive hemorrhage after op- 
eration are found to be owing to hemorrhagic gastri- 
tis. Even though controlled by local gastric cooling, 
the tendency to recurrence is so high that operation is 
to be recommended, if the patient’s condition per- 
mits. Moreover, hemorrhagic gastritis often demands 
extensive gastric resection to insure effective control of 
the hemorrhage. Use of local gastric hypothermia in 
patients suffering from gastric tumors or blood dyscra- 
sias rarely offers complete cessation of hemorrhage. 

— Harold Laufman, M.D. 


Necropsy Data in 135 Deaths from Massive Gastroin- 
testinal Hemorrhage. Harrison M. Lancratt, 
Arcuiz H. Baccenstoss, and Eric E. 
Proc. Mayo Clin., 1960, 35: 195. 


A stupy was made of the necropsy and clinical data 
on 135 patients who died from gastrointestinal hemor- 
rhage during a 12 year period. Of these 135 patients, 
99 were male and 36 were female. The average age of 
the entire group was 53.6 years; 107, 79 per cent, of 
the patients were 40 years of age or older. 

In 50 cases, peptic ulceration of the esophagus, 
stomach, duodenum, or jejunum accounted for the 
fatal bleeding. Bleeding esophageal varices were re- 
sponsible for 43 deaths, neoplastic ulcerations for 20, 
and blood dyscrasias for 11. Four patients died from 
massive hemorrhage after operations on the biliary 
tract and 3 had bleeding from miscellaneous sources. 
In 4 instances, gastrointestinal lesions were not found. 

The hemorrhage was clinically unsuspected prior 
to death in 21 patients, 16 per cent. A total of 44 
patients, 33 per cent, died during the postoperative 
period. 

There were no instances of fatal bleeding from 
chronic ulcerative colitis, regional enteritis, diverticu- 
losis, diverticulitis, or carcinoma of the colon and 
rectum, and only 1 death from a ruptured aneurysm 
was noted. 


Acute Massive Perforation of Peptic Ulcer in Infants. 
GERALD Apams. N. York State J. M., 1960, 60: 1291. 


A 2.5 YEAR OLD WHITE MALE was admitted to the hos- 
pital because of vomiting and diarrhea. The abdomen 
was soft, nontender, and not distended. On the fifth 
hospital day the vomitus was chocolate-colored. The 
following day fresh blood passed from the rectum. The 
abdomen became distended and silent on the seventh 
hospital day. A roentgenogram with the patient up- 
right showed free intraperitoneal air. Exploration dis- 
closed a perforation in the pyloroduodenal region 
which was closed with sutures. On the fourth postop- 
erative day bleeding of the ulcer became evident by 
passage of bright blood per rectum. Death occurred 
on the sixth postoperative day. Autopsy revealed mas- 
sive gastrointestinal bleeding from a sutured perfor- 
ation of an acute duodenal ulcer in a probable post- 
pyloric diverticulum. 

Because of the persistent bleeding, the author ques- 
tions whether simple closure of the perforation is ade- 
quate. Perhaps plication or excision of the ulcer 
would be more effective. —Lockert B. Mason, M.D. 


The “Combined” Operation for Peptic Ulcer. HENRY 
N. Harkins, JOHN E. JEsseEPH, JOHN K. STEVENSON, 
and Lioyp M. Nyuus. Arch. Surg., Chic., 1960, 80: 
743. 


THE AUTHORS reviewed 137 patients in whom the 
‘combined’ operation (hemigastrectomy, vagotomy, 
and gastroduodenostomy) was used to control com- 
plications of peptic, essentially all duodenal or 
stomal, ulcer. They were treated at either the King 
County Hospital or the Veterans Administration Hos- 
pital in Seattle, Washington or the Veterans Adminis- 
tration Hospital in Spokane, Washington. All opera- 
tions were performed between January 1952 and June 
1959. There were 109 males and 28 females in the 


group, with an average age of 57.8 years and with a 
range from 22 to 89 years. 

A follow-up period of up to 8 years revealed an 
operative mortality of 2.8 per cent, a single apparent 
recurrence of ulceration, an acceptable rate of mild 
to moderate dumping, and a high level of patient 
satisfaction. The authors were able to contact only 55, 
40 per cent, of the 137 patients in the past year. Of 
these patients, 63 per cent stated that they had been 
“very much” improved by the operation, and even 
those with mild to moderate postgastrectomy symp- 
toms tended to discount them as unimportant when 
compared with the disability they had previously en- 
dured; 28 per cent stated that they were “somewhat” 
improved; and 9 per cent could not detect an over-all 
change in their general state. None claimed to be 
worse than before operation. 

Only 1 instance of recurrent ulceration was found 
in the total of 130 patients traced. 

—Charles Baron, M.D. 


Atrophic Gastritis as a Possible Precursor of Gastric 
Carcinoma and Pernicious Anemia. M. SiurALa and 
K. SEppALA. Acta med. scand., 1960, 166: 455. 


FirTy-THREE PATIENTS with atrophic gastritis proved 
by biopsy and with no roentgenologic or gastroscopic 
signs of gastric carcinoma were followed up for an 
average of approximately 6 years. Most patients had 
advanced atrophic gastritis with intestinal metaplasia 
and histamine-fast achlorhydria. In 4 of the 11 pa- 
tients who died during the period of observation the 
cause of death appeared to be gastric carcinoma. Of 
the 33 patients who were re-examined about 6 years, 
on the average, after the first examination, 1 showed 
signs of gastric carcinoma and 1 had a benign gastric 
polyp. Accordingly, signs of gastric carcinoma oc- 
curred in 5 and a benign polyp in 1 of the 53 patients 
with atrophic gastritis followed up. 

Because of the limitations of the methods used, no 
definite conclusions could be drawn concerning the 
possible precancerous nature of atrophic gastritis. 
However, the results suggested that gastric carcinoma 
might develop from advanced atrophic gastritis with 
metaplasia. In addition, it was concluded from this 
and previous studies that atrophic gastritis may lead 
to deficient absorption and subclinical deficiency of 
vitamin By. —RHarold Laufman, M.D. 


Carcinoma of the Stomach. W. Burnetr, P. S. 
MacFar.ane, S. D. Scotr Park, and A. W. Kay. 
Brit. M. 7., 1960, 1: 753. 


THE SERIES comprises 68 patients in whom there was a 
clinical suspicion of gastric carcinoma. This group 
was subjected to unbiased roentgenographic, gastro- 
scopic, and cytologic examination of the stomach. 
The specimen for cytologic examination was obtained 
by introducing a tube, washing the stomach with 100 
ml. of normal saline, and recovering the gastric con- 
tents with a suction apparatus. The fluid was then 
centrifuged and stained. 

In the group studied, a diagnosis of carcinoma was 
confirmed in 35 per cent. Resection was performed in 
one-half of the members of this group. The remainder 
of the patients (65 per cent) were found to have a 
variety of benign lesions. 
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Diagnosis was 96 per cent accurate in those patients 
studied roentgenographically, with only 1 false nega- 
tive. In 5 patients proved not to have gastric cancer, 
the roentgenographic findings were somewhat equiv- 
ocal. 

Gastroscopy had a reliability of 78 per cent in those 
cases of proved carcinoma. There were 2 false nega- 
tives in the neoplasm group, and 2 false positives in 
the nonneoplastic group. 

Cytologic abnormalities were noted in 13 (54 per 
cent) of the proved neoplasms. There were 37 per cent 
false negatives. In 1 case detected by cytologic exami- 
nation the roentgenographic and gastroscopic find- 
ings were negative. 

Because of the high frequency of false negatives with 
cytologic findings, the method is not recommended as 
a screening test. It is of value as an adjunct because it 
detected an early case which was missed by other 
methods. —Richard L. Lawton, M.D. 


Gastric Flow and Acidity Before and After Billroth 
II and Billroth I for Gastroduodenal Ulcer. Ivar 
Bore. Acta chir. scand., 1959, Suppl. 251. 


GASTRIC SECRETION was studied in over 1,200 cases in 
two hospital centers according to the site of the peptic 
ulcer present, and those patients available for study 
after either a Billroth I or Billroth II gastric resection 
were reassessed for response to histamine and insulin 
stimulation and nocturnal secretions. 

Prior to operation, it was found that the values for 
gastric secretion varied inversely with the level of the 
ulcer in the gastroduodenal tract. The differences in 
secretion found were thought to be related to the 
amount of secreting parenchyma and not to be af- 
fected by the ulcer itself. 

A good correlation was found between the secretory 
values before and after operation, with the exception 
of gastric flow in cases of gastric ulcer. During the 
early postoperative period, flow and acidity decreased 
after the Billroth II resection and then levelled off. In 
contrast, histamine- and insulin-stimulated secretion 
tended to increase after the Billroth I procedure and 
then remained steady. The author states that this dif- 
ference is due to the development of a more severe 
gastritis after the former operation with a consequent 
increase in the permeability of the mucosa leading to 
rediffusion and a lower acidity. 

Analysis of the relationship between insulin and 
histamine effects suggested that the insulin-stimulated 
vagal response is supported by the presence of the 
antrum. During the first 2 months after both types of 
operation, histamine had a significantly stronger stim- 
ulating effect on gastric flow than did insulin. 

—Stuart L. Scheiner, M.D. 


Nutrition After Gastric Resection. PARKER VANAMEE. 
Jj. Am. M. Ass., 1960, 172: 2072. 


NUTRITIONAL IMPAIRMENT occurs in approximately 
50 per cent of patients after subtotal gastric resection 
and in nearly 100 per cent of patients after total or 
near total gastrectomy. The major cause of malnutri- 
tion after gastric surgery is an inadequate intake of 
food due to various factors. These include the loss of 
hunger contractions with a consequent loss of interest 
in food, a decreased gastric reservoir because of the 
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resultant smaller gastric pouch, and avoidance of 
food on the part of the patient because of the un- 
pleasant sequelae of the so-called dumping syndrome. 
This last includes a sensation of epigastric fullness, 
distention, increased intestinal motility, and occasion- 
ally diarrhea. Accompanying these gastrointestinal 
symptoms frequently are weakness, pallor, sweating, 
tachycardia, vasomotor changes, and even precordial 
ain. 

. The ingestion of hypertonic food stuffs, generally 
carbohydrates, leads to an increased osmolar load in 
the small intestine which is followed by a rapid influx 
of fluid into the intestine from the circulating blood 
volume and extracellular fluid space. Vasomotor 
responses secondary to distention of the bowel and to 
the sudden drop in blood volume appear to explain 
most symptoms of the dumping syndrome. 

In a substantial number of cases failure of absorp- 
tion of fat and protein contributes to malnutrition, 
although the exact incidence of steatorrhea after gas- 
trectomy is unknown. Increased metabolic require- 
ments may also be a factor. A high carbohydrate in- 
take may either precipitate or increase the defect in 
fat absorption. 

Of prime importance in the prevention of post- 
operative malnutrition is the maintenance of an ade- 
quate dietary intake. Frequent small feedings with the 
diet low in carbohydrate not only tends to avoid the 
dumping syndrome but also to prevent excessive loss 
of fat in the stools. The diet should be high in protein, 
and needed calories may be supplied by increasing 
the intake of neutral fats. Adjuvants that may be of 
value include anabolic agents such as dihydrotestos- 
terone and, in the case of macrocytic anemia after 
total gastrectomy, appropriate amounts of Vitamin 
administered parenterally. 

— Wayne F. Cameron, M.D. 


The Dumping Syndrome; Conversion of Billroth II 
to Billroth I Gastrectomy for Severe Dumping 
Syndrome. STEN WALLENSTEN. Acta chir. scand., 1960, 
118: 278. 


THIS VERY IMPORTANT ARTICLE gives the details con- 
cerning 18 patients with severe refractory dumping 
symptoms after Billroth II gastrectomy who were 
treated by conversion of the Billroth II gastro- 
jejunostomy to a Billroth I gastroduodenostomy. 
This change was accomplished without technical 
difficulty or operative mortality. The decision for 
operative intervention was based primarily on the 
symptomatology and, in some cases, on the demon- 
stration of provocation of a dumping attack by the 
oral administration of a 50 per cent glucose solution. 

The results of the operation were evaluated in three 
ways. First, clinically, 15 of the 18 patients became 
fully asymptomatic and the remaining 3 experienced 
only slight dumpinglike symptoms. Two patients 
noted the recurrence of ulcer at the gastroduode- 
nostomy. Second, in 6 patients evaluation was made 
by roentgenocinematography before and after con- 
version. In all 6, motility of the small intestine was 
greatly decreased. Third, in 6 additional patients 
evaluation was made by determination of the plasma 
volume after dumping provocation with a 50 per cent 
glucose solution both before and after reoperation. A 


decrease in the fall of the plasma volume was noted 
in all cases. — John W. Braasch, M.D. 


Vagectomy, Hemigastrectomy, and Gastroduodenos- 
tomy in Treatment of Duodenal Ulcer. Rozerr J. 
CorrEy, FREDERIC NIEDFIELD, WILLIAM D. Byrne, 
Joun J. and Micuaet F. Lapaputa. Am, 
J. Digest. Dis., 1960, 5: 324. 


HEALTHY DoGs were subjected to various gastric op- 
erations, then given daily injections of histamine in 
beeswax until they died or were sacrificed after 40 
days. A control group of dogs, not operated upon, 
received only the histamine injections. In group 1 a 
hemigastrectomy was combined with a short-loop 
gastrojejunostomy and in group 2, hemigastrectomy 
was combined with a longer-loop gastrojejunostomy. 
In group 3, hemigastrectomy and end-to-side gastro- 
duodenostomy was performed. In group 4, the 
antrum was excluded in continuity and gastroduo- 
denostomy was performed. In each of the above 
groups, a second series of animals underwent the same 
operative procedures as those in the first series, fol- 
lowed in 2 weeks by transthoracic vagectomy. Group 
5 animals underwent a hemigastrectomy, end-to-side 
gastroduodenostomy, and subdiaphragmatic vagec- 
tomy. After a convalescence, 14 histamine injections 
were given and then the common bile and/or pan- 
creatic ducts were transplanted into the jejunum. 
The following conclusions were reached: (1) Gas- 
trojejunal anastomosis is vulnerable to peptic ulcera- 
tion and the susceptibility increases as the anastomosis 
to the jejunum is located more distally. (2) Vagectomy 
offers distinct but not complete protection of the 
gastrojejunal anastomosis from ulceration. (3) A 
gastroduodenal anastomosis in the dog is completely 
resistant to histamine-induced peptic ulceration. (4) 
When the prepyloric antrum is preserved but ex- 
cluded, there is vulnerability of a gastroduodenal 
anastomosis to ulcer formation. (5) The diversion of 
bile and/or pancreatic juice causes increased vul- 
nerability of the gastroduodenal anastomosis to 
ulceration. —Enmile L. Meine, Jr., M.D. 


The Big Duodenum. Harry W. FiscHer. Am. 7. 
Roentg., 1960, 83: 861. 


DitataTion of the duodenum does not always signify 
mechanical obstruction, and such dilatation without 
discontinuity of the lumen has several aspects. Disease 
of the wall of the distal duodenum or jejunum, with- 
out obstruction, may give rise to enlargement of the 
duodenal bulb. Disease processes affecting the wall of 
the duodenal cap and loop may result directly in 
dilatation of that organ. 

A review of the physiology of the small bowel and 
the pharmacology of various drugs which affect it 
leads to a classification of such enlargement. The 
major divisions of this classification are as follows: 

1. Enlargement dependent upon the central nerv- 
ous system, as in paralytic ileus of the duo- 
denum. 

. Enlargement dependent upon lesions in the 
extrinsic nervous system, for example, post- 
vagotomy and neuropathic states. 

. Enlargement dependent upon lesions of the 
myenteric plexus or muscle tissue of the bowel. 
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Illustrative cases are presented in which a large 
duodenum is attributed to one of the following dis- 
eases: lupus erythematosus, toxic or emotional 
mechanisms, spastic obstruction, neuropathy, sclero- 
derma, and duodenal ulcer. 

—David Ritchie, M.D. 


Intestinal Malrotation and Duodenal Ileus. J. H. 
Louw. J. R. Coll. Surgeons Edinburgh, 1960, 5: 101. 


In A SCHOLARLY LECTURE the author presents his re- 
view of 54 patients with duodenal ileus treated at 
University of Cape Town hospitals in South Africa 
from 1953 to 1958. The original description of chronic 
duodenal ileus by Wilkie in 1921 stressed these clinical 
features: (1) a long history of dyspepsia and bilious 
complaints dating from childhood, which might be 
relieved by position, with occasional acute colicky 
pain and vomiting; (2) large, pale, offensive stools in 
some cases; (3) a high incidence of duodenal ulcer; 
and (4) roentgenologic demonstration with barium 
meal of a grossly dilated duodenum ending abruptly 
in the region of the superior mesenteric artery. Be- 
cause the symptoms are vague, many patients have 
been called neurotic. Older theories of the underlying 
etiologic process are reviewed. The author presents 
evidence of malrotation of the intestine as the major 
cause of duodenal ileus. 

In this series the duodenal obstruction was acute in 
22 cases and chronic in 32. Among the patients having 
acute upper intestinal obstruction were 14 neonates, 
2 children, and 6 adults. The chronic cases included 
19 children, 10 of whom had vomiting and 9 of whom 
had “celiac syndrome” due to lymphatic compression, 
and 13 adults. Brief case reports and excellent roent- 
genograms are used to illustrate each category. Ana- 
tomic findings at laparotomy were classified as fol- 
lows: group A—cecum undescended and unattached, 
mesentery unattached, 27 cases; group B—cecum 
partially or completely descended but unattached, 
mesentery unattached, 13 cases; group C—cecum 
descended and partially attached, mesentery partially 
attached, 8 cases; group D—cecum descended and 
attached, mesentery attached, 6 cases. Acute or 
chronic volvulus was found in a high percentage of 
these patients. 

The majority of cases of chronic duodenal ileus at 
all ages were examples of malrotation associated with 
duodenal compression by congenital bands, often 
aggravated by midgut volvulus. Marked fixation of 
the viscera with resultant kinking or compression of 
the duodenum may develop without obvious rota- 
tional anomalies. and may not be discovered until the 
colon and duodenum have been fully mobilized. 
Surgical correction is indicated and the procedure of 
Ladd, modified by the anatomic findings in each case, 
is the operation of choice. In this operation, the in- 
testines are delivered out of the abdomen to the left 
and any midgut volvulus is untwisted. Abnormal 
bands from the cecum to the lateral abdominal wall 
may be divided. The duodenum is uncovered, cours- 
ing downward on the right of the “‘universal’”’ mesen- 
tery. The intestines are returned to the abdomen in 
their primitive nonrotated position, small bowel to 
the right and colon on the left. Gastrectomy may be 
required additionally when duodenal ulcer coexists. 
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The Ladd procedure with modifications was employed 
in 47 patients with no fatalities and has provided 
better results than gastrojejunostomy. 

—Enmile L. Meine, Jr., M.D. 


Midgut Volvulus. H. Parker ALLEN, Davin R. Akers, 
and CuHar.es E. SHoprNer. Radiology, 1960, 74: 784. 


THE MIDGUT is that part of the intestinal tract sup- 
plied by the superior mesenteric vessel. It extends 
from the distal portion of the duodenum to the middle 
of the transverse colon. Volvulus of the midgut oc- 
curs as a result of improper fixation of the colon and 
the base of the small bowel mesentery. The twist of 
the bowel about the axis provided by the superior 
mesenteric artery is usually clockwise in direction 
and, while it may occur intermittently, it may, once 
it has started, continue until obstruction and strangu- 
lation result. 

The authors have reviewed the clinical and roer t- 
genographic findings in 36 patients seen at the Denver 
Children’s Hospital in Denver, Colorado duriay the 
past 15 years. Two-thirds of the patients were noted 
to be less than 2 weeks of age although the onset of 
symptoms usually begins within a day or two after 
birth. Persistent vomiting of bile-stained fluid and 
constipation were the most common complaints. On 
physical examination abdominal distention, pallor, 
peristaltic waves, and dehydration were frequently 
noted. 

Duodenal obstruction was the most common find- 
ing on roentgenographic examination. A barium 
enema study, when performed, always demonstrated 
malrotation of the colon. It is important to remember 
that a diagnosis of midgut volvulus is not excluded by 
a normal scout film. A fluid-filled abdomen is highly 
suggestive of the diagnosis and adds greatly to the 
evidence which would indicate the need for imme- 
diate surgery. 

The treatment of midgut volvulus is immediate 
surgical intervention with reduction of the twisted 
bowel. Exploration must be performed through an 
adequate incision in order to recognize and correct 
the anomalous situation. 

The authors also believe that some maneuver 
should be utilized to prevent recurrence. The classical 
Ladd procedure, which consists of duodenal dissection 
and derotation, permitting the small intestine to lie 
on the right side of the abdomen and the colon on the 
left, has on occasion been followed by adhesive in- 
testinal obstruction. The authors have also utilized a 
corrective measure which requires fixation of the root 
of the mesentery, the duodenum, the terminal ileum, 
and the cecum. 

Bowel infarction associated with bleeding into the 
bowel and into the peritoneal cavity is an important 
factor in the survival of these patients. The roentgen- 
ologist may often be the first to see this ominous sign. 

—Harvey N. Lippman, M.D. 


Jejunal Biopsy in Adult Celiac Disease and Allied 
isorders. D. J. Fone, W. T. Cooke, M. J. MEYNELL, 
D. B. Brewer, and Others. Lancet, Lond., 1960, 1: 933. 


THE AUTHORS report the results of jejunal biopsy in 58 
patients with a clinical diagnosis of idiopathic steator- 
rhea. The histologic findings by means of the jejunal 
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biopsy permitted classification into three groups. In 
group 1, consisting of 27 patients, the appearances 
were strikingly uniform with absent villi, epithelial 
disorder, and mild to moderate cellular infiltration 
mainly with plasma cells. In Group 2, also consisting 
of 27 patients, the villi were present but were abnor- 
mal in shape. The epithelial disturbance was less 
severe and the cellular infiltration was usually heav- 
ier. In Group 3, there were 4 patients in whom the 
villi were normal despite the clinical diagnosis of 
idiopathic steatorrhea. 

The authors believe that on the basis of clinical fea- 
tures and laboratory findings, the patients with ab- 
sent villi, group 1, are etiologically distinct and can be 
separated from the others. The main presenting fea- 
ture of this group was diarrhea which had been pres- 
ent for at least 2 years before the patients were first 
seen. The age of onset varied from early childhood to 
59 years. Anemia was not a presenting feature. Vita- 
min B,. absorption was normal. These patients re- 
sponded to either a gluten-free diet or oral folic acid 
with satisfactory results. It is suggested that the condi- 
tion found in this group be called celiac disease or 
adult celiac disease, and that these terms be confined 
to this lesion. 

The patients in group 2 with abnormal villi pre- 
sented with two main syndromes, either malaise and 
mild diarrhea or severe anemia of relatively short 
duration. The patients with malaise and diarrhea re- 
sembled those in group 1. The patients with anemia 
responded to therapy with Vitamin B,, or to folic 
acid. In none of the patients with anemia was a 
gluten-free diet necessary since control of bowel 
symptoms and health and weight were rapidly re- 
gained with treatment of anemia alone. The condi- 
tion of the patients with abnormal villi, group 2, 
probably represents more than one etiologic disorder 
and for this group there is at present no satisfactory 
name. —Lloyd D. MacLean, M.D. 


Surgical Management of Crohn’s Disease (Les suites 
du traitement chirurgical de la maladie de Crohn). R. 
CrisMER and Cu. Drize. Acta gastroenter. belg., 1960, 
23369. 


THE AUTHORS PRESENT the results of surgical inter- 
vention in 44 of 60 patients with Crohn’s disease ob- 
served in the Beauregard Gastroenterology Clinic, 
Liége, Belgium. One group of 4 patients had complete 
resection and right ileocolostomy; the second group 
of 30 patients had right hemicolectomy with anas- 
tomosis of the ileum to the transverse colon. There 
were 2 deaths, 1 unrelated to the operation, a surgical 
mortality of 2.3 per cent. Lengthy follow-up examined 
general state of the patients, regularity of intestinal 
function, and roentgenologic absence of recurrence. 
Resection with right ileocolostomy was performed 
in 14 patients. Follow-up showed the nutritional state 
to be excellent in all; bowel control excellent in 5, 
good (1 to 3 soft or semifluid stools a day) in 7, and 
poor (chronic diarrhea) in 2; there was roentgen- 
ologic evidence of low grade perivisceritis in 3 and 
recurrence in 1 who was benefited by steroid therapy. 
Resection with right hemicolectomy was performed 
in 26 patients; 3 were lost to follow-up and 1 died 4 
days after operation. Follow-up showed excellent 


general health in 20, fair (diarrhea) in 4, poor in 1, 
and bad in 1 who required two subsequent resections, 
Twelve patients had normal bowel habits, 5 had soft 
or semiliquid stools, and 10, 38.5 per cent, suffered 
chronic diarrhea; there was roentgenologic evidence 
of recurrence in 5 out of 9 of these latter. 

Diarrhea after operation (1) persisted in those with 
diarrhea for 5 years or more before surgery; (2) was 
more frequent in patients more than 40 years old than 
in those in the 20 to 30 year old group; and (3) was 
more common among women than men. Two local 
factors play an important role: marked reduction in 
the length of small intestine and preservation or sacri- 
fice of the right colon. Extirpation of the right side of 
the colon is frequently a cause of diarrhea, and, when 
the cecum is not involved, a right hemicolectomy is 
unnecessary, the authors conclude. The termino- 
lateral anastomosis, in their experience, is preferred 
to the laterolateral which is less physiologic and more 
prone to result in blind loop, proximal ileal dilatation, 
and diarrhea. —Edwin 7. Pulaski, M.D. 


The Treatment of Regional Enteritis (Considérations 
sur le traitement de lentérite régionale). J. De 
Groote, J. VANDENBROUCKE, E, VAN KERKHOVE, and 
G. LiEFOoGHE. Acta gastroenter. belg., 1960, 23: 59. 


THE PATHOGENESIs of regional enteritis remains ill de- 
fined, for which reason therapy remains empiric and 
symptomatic, the authors conclude from a critical 
study of the medical and surgical management of 
their series of 65 cases. The symptoms and complica- 
tions guide the therapeutic program. Rest, analgesics, 
and constipating drugs are prescribed for chronic in- 
flammations. Antibiotic therapy is useful in the acute 
phase, bacterial superinfections, fistulas, and _perfo- 
rations. Steroids and aspirin are given in an effort to 
control inflammation. 

Seventeen of the authors’ 65 patients were treated 
medically. Duration of illness was 5 to 15 years, with 
extremes of 1 to 20 years. Medical management yield- 
ed good results in 11, fair results in 3; 2 patients were 
transferred to the surgical service because of progres- 
sive stenosis, and 1 patient died after acute perforation. 
Duration of illness did not appear to be a factor of in- 
fluence. Bismuth and paregoric, with or without an 
added anticholinergic drug were relied upon for 
symptomatic relief of painful cramps and diarrhea; 
they were ineffective when the disease was in the acute 
phase. Steroid therapy improved appetite and effect- 
ed lysis of fever but there was no roentgenologic evi- 
dence of improvement. Radiation was not employed. 
Antibiotic therapy is not curative unless the disease is 
tuberculous enteritis. Maintenance of water and salt 
balance is imperative. 

The results of surgical intervention vary with the 
type of operation and the duration of the postoper- 
ative follow-up. Indications for surgery are subacute 
stenosis with severe pain, complete stenosis, perfor- 
ation, fistula, and severe hemorrhage. Resection of the 
diseased bowel with hemicolectomy and ileocolic 
anastomosis is preferred to bypass or excision and 
anastomosis. Functional results are excellent and mor- 
tality is low, 1 in 47 patients. Postoperative recurrence 
rate was 38 per cent; among these patients, 9 were less 
than age 30, and 7 were older, indicating that the age 
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of the patient is not a significant factor. The tendency 
to relapse imposes a prolonged medical regimen, and 
the authors recommend that surgery be withheld in 
normal evoluting cases. —Edwin J. Pulaski, M.D. 


Noble Plication for Intestinal Obstruction Due to Ad- 
hesions. URBAN Krause. Acta. chir. scand., 1960, 118: 
446. 


Nose’s METHOD of plication to prevent intestinal 
obstruction due to adhesions was utilized in 20 pa- 
tients. Particular stress is laid upon the need to close 
the mesenteric sacs under the intestinal loops. Two 
recurrences followed the Nobel procedure. The re- 
maining 18 patients were in good health. The Noble 
operation is recommended in cases of recurrent in- 
testinal obstruction due to widespread adhesions and 
in cases in which there are extensive lesions of the 
intestinal serosa, the rationale being that when ad- 
hesions cannot be prevented they can be made to 
form in an arbitrary manner of the surgeon’s choice. 
—Robert Turell, M.D. 


Diverticulitis of the Colon. H. R. RetcHMAn and GLEN 
H. WALKER. South. M. 7., 1960, 53: 585. 


A stupy of the case records of 202 patients treated at 
the Latter Day Saint’s Hospital in Salt Lake City, 
Utah for diverticulitis of the colon is reported. These 
patients were treated from 1 January 1955 to 1 April 
1959. 

The proportion of females in the series was greater 
than in most reported series, 127 women to 75 men. 
The ages varied from 26 years to 88 years. One hun- 
dred four, slightly more than one-half of the patients, 
were treated medically. Fifty-one, approximately 25 
per cent, were treated surgically. 

Multiple operations were necessary in 16 or 29 per 
cent of the surgically treated patients. Eleven patients, 
21 per cent, were admitted for elective resection of 
the colon. The remainder had acute emergency 
procedures. 

Severe bleeding occurred in 17 patients. Eight of 
these, approximately 50 per cent, had an associated 
carcinoma. There were 3 deaths; they occurred in the 
group treated surgically. 

The review indicates that surgical treatment of 
patients with colonic diverticulitis is essentially for the 
emergencies, complications, and advanced disease. 
The high incidence of associated carcinoma in the 
patients with bleeding suggests the necessity for com- 
plete study and frequent observation of the patient 
with bleeding as a symptom of his diverticulitis. The 
use of elective resection in the good risk patient should 
aid in decreasing the complications of the disease. The 
authors believe that more aggressive surgical care in 
patients with recurrent diverticulitis is necessary. 

—Donald C. Geist, M.D. 


Results with Abdominal Resection in Hirschsprung’s 
Disease. F. Renpein and H. Von ZIMMERMANN. Arch. 
Dis. Childh., Lond., 1960, 35: 29. 


SixTy-sEVEN cases of children with congenital Hirsch- 
sprung’s disease treated from 1953 to 1958 by ab- 
dominal segmental resection, State’s operation, are 
reported. Anterior resection was chosen rather than 
Swenson’s method of rectosigmoidectomy because of 
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the possibility that a dissection of the rectum might 
lead later to disturbances of sexual potency, inconti- 
nence, or disturbances in evacuation of the bladder. 
However, it has since been shown that the anxieties 
over the Swenson procedure were unfounded. The 
majority of the children were operated on between 
the ages of 6 and 12 months. 

In 56 cases a narrow, aganglionic segment was 
found. In 11 cases there was no narrow segment and 
these cases belong in a megarectum group. Pathologic 
examination disclosed the absence of ganglion cells in 
the lower portion of the resected bowel. The operative 
technique involves anterior resection of the sigmoid 
and often of the descending colon with primary colo- 
rectal anastomosis. Although there was a great dis- 
proportion in the diameters of the anastomosed seg- 
ments of bowel, it was found that the colon and rec- 
tum eventually attained the same caliber. 

Of the 67 children, more than half, 37, were com- 
pletely relieved. Eleven children needed occasional 
laxatives or enemas and displayed abdominal dis- 
tention. In 9 cases the results were poor. The chil- 
dren had constant abdominal distention and required 
laxatives and enemas continuously. Four showed no 
response to surgery. Six of the infants died, but 5 of 
these deaths had no immediate connection with the 
operation. 

Not all cases are equally suitable for abdominal re- 
section. If the narrow segment is situated deep in the 
rectum, anastomosis becomes difficult or impossible; 
but when the narrow segment is situated in the recto- 
sigmoid, abdominal resection can achieve good re- 
sults. It is emphasized that no anastomotic stenosis 
must exist and that there must be no hindrance to 
evacuation because of closure or achalasia of the anus. 
In the latter cases continued dilatation of the sphinc- 
ter with bougies must be carried out to prevent de- 
terioration of the patient. 

— Wayne F. Cameron, M.D. 


A Physiopathogenetic Interpretation of Volvulus of 
the Colon (Tentativi di interpretazione fisiopato- 
— del volvolo del colon). V. StaupACcHER, G. 

EVILACQuA, and T. Lonco. Arch. ital. mal. app. diger., 
1959, 26: 555. 


‘THE AUTHORS describe an experimental study in which 
they observed the mechanism of production of volvu- 
lus of the sigmoid colon. An experimental model of the 
sigmoid colon was built using a rubber tubing bent in 
such a way as to duplicate a colonic ansa. In the first 
experiment the effect of the rotation of the tube along 
its longitudinal axis and the axial rotation of its ex- 
tremities was studied. The rubber tubing was stuffed 
with plastic material to obtain a solid but elastic sys- 
tem. Subsequently, the importance of the motion of 
the content within the tube was investigated. In this 
second set of experiments a thin-walled rubber tubing 
with an internal diameter of 8 mm. was employed. 
The two extremities were held fixed and tap water 
was run through the system. The influence of pres- 
sure within the tube was also evaluated. The role of 
the mesocolon was studied by evaluating the influence 
of the force applied to an elastic membrane stretched 
between the two inner aspects of the rubber tubing. 
This experimental study enabled the authors to dis- 


rin 1, 
Ctions, 
ad soft 
iffered | 
idence 
2) was 
d than 
3) was 
» local 
ion in 
Sacri- 
side of 
when 
ymy is 
‘mino- 
ferred 
| more 
‘ation, 


252 International Abstracts of Surgery - September 1960 


tinguish three sets of factors which take part in the 
mechanism of production of volvulus of the colon: 
(1) factors acting from the outside within, (2) factors 
related to the morphologic and functional character- 
istics of the system, and (3) factors related to the static 
and dynamic variations of the content of the system. 

In the authors’ opinion the role of the static forces is 
only of secondary importance, the primary role being 
played by the dynamic forces. Among these, changes 
in the motion of the colonic content, with subsequent 
alteration of the balance between inertial and gravi- 
tational forces are of paramount importance. Other 
factors of biologic nature, such as contraction of the 
longitudinal muscular coat of the colon and retrac- 
tion of the mesocolon, intervene as well. 

— Maria Serratto, M.D. 


Submucous Lipoma of the Colon. HErBert T. Hayes, 
Harry B. Burr, and W. Truett MEtton. Dis. Colon 
& Rectum, 1960, 3: 145. 


THE AUTHORS reviewed the literature from 1946 
through 1958 and found 95 new cases of submucous 
lipoma of the colon. These, together with the 155 
cases reported by Pack and Booker in 1945 and 4 of 
the authors’ own cases, bring the number of reported 
cases to 254. Although there are differences between 
polyps and lipomas (lipomas bleed less often and pre- 
sent a smooth rather than lobulated surface roentgen- 
ographically), lipomas can only rarely be diagnosed 
preoperatively. Intussusception occurs in about one- 
third of the cases. The authors usually employ liga- 
tion of the pedicle and removal of the tumor or resec- 
tion of the involved segment and _ end-to-end 
anastomosis. —C. Thomas Fitts, M.D. 


Polyps of the Colon in Childhood (Der Dickdarmpolyp 
im Kindesalter). R. Rauns. Alin. Med., Wien., 1960, 
15262. 


‘THE AUTHOR REVIEWS the literature on colon polyps in 
childhood and discusses the anatomy, symptomatol- 
ogy, prognosis, and therapy. 

As the majority of polyps in children are probably 
asymptomatic and rectoscopy is not performed rou- 
tinely in most hospitals in the absence of clinical symp- 
toms, it is difficult to estimate the proportion of oc- 
currences. 

Polyps are more frequent in boys than in girls. The 
age of predilection is between 3 and 7 years. In 
children more than 10 years old they are extremely 
rare. Heredity seems to play a definite role, especially 
in cases of multiple polyposis. The clinical symptoms 
include bleeding from the anus, discharge of mucus, 
and prolapse, in order of frequency. Spontaneous am- 
putation of the necrotic tumor and elimination by 
rectum has been reported repeatedly. Intussusception 
has also been observed in rare cases. 

The diagnosis is established by palpation, recto- 
scopy, and roentenography. The latter method does 
not, however, give satisfactory results in children. 
Biopsy through the rectoscope is possible only if the 
polyp is within 18 cm. from the anus. Biopsy should be 
combined with cauterization of the base. 

Colon polyps may be produced by hyperplasia after 
proctitis, chronic colitis, or amebic dysentery, or they 
may be true blastomas; they may be either single or 


multiple, the solitary form being much more frequent 
than the multiple, in 72 to 81 per cent of cases, ac- 
cording to various statistics. The localization is mostly 
in the rectum or sigmoid; polyps proximal to the sig- 
moid are quite rare. Most of the polyps found in 
children are pedicled. 

The histology is discussed in detail. All transition 
stages from simple inflammatory hyperplasia to carci- 
nomatous degneration are observed; however, ma- 
lignant degeneration is extremely rare in childhood. 

There is a wide difference of opinion as to the cause 
of polyps. Some believe that they are due to disturb- 
ances in the embryonic development, in the sense of 
Cohnheim’s theory; others state that chronic inflam- 
matory irritation leads to hyperplasia and polypoid 
adenoma. A third group speaks of a congenital anlage 
from which polyps may develop by chronic irritation. 

As most polyps in children are pedicled, ligation and 
cauterization is the therapy of choice. However, if no 
pedicle is present, if the polyp has a wartlike appear- 
ance, and the surrounding area shows infiltration, ex- 
cision is preferable. A special problem is present in 
multiple polyposis. In such cases, colotomy and even 
subtotal colectomy may be necessary. 

—Werner M. Solmitz, M.D. 


Segmental (Ulcerative) Colitis. HARRY YarRNis and 
URRILL B. Crown. Gastroenterology, 1960, 38: 721. 


THIS ARTICLE deals primarily with the localized form 
of chronic ulcerative colitis referred to as segmental 
colitis. The authors report a series of 140 patients with 
segmental colitis in whom the distal colon and rectum 
were free of disease. This group represents about 10 
per cent of the total number of cases of ulcerative 
colitis. 

The majority of cases of segmental colitis are ulcera- 
tive. In some cases the lesion is predominantly 
granulomatous. The granulomatous and the ulcera- 
tive conditions may coexist in the same specimen. 
Granulomatous segmental colitis is found predomi- 
nantly in the right side of the colon. This latter type 
of disease tends to remain more localized. 

In this group of cases, the cecum and ascending 
colon alone were involved in 16 patients, the trans- 
verse and ascending colon in 36. The majority of 
cases involve the entire colon except the rectum and 
sigmoid. The terminal ileum was involved in 58 per 
cent of the patients in whom the disease was localized 
to the ascending and transverse colon. The ileal in- 
volvement was usually slight and not considered of 
great clinical importance. 

After review of the 140 cases, the authors believe 
that this type of ulcerative colitis tended to be local- 
ized for long periods of time. Because of this situation, 
the authors believe that more time can be spent in 
using medical measures to treat this disease. They 
stress conservative therapy plus the use of steroids. 

The authors review the results of conservative 
therapy in 53 cases. Twenty-one of these patients were 
considered well. The surgical indications are re- 
viewed. These indications are essentially for the com- 
plications of ulcerative colitis. The preferred surgical 
treatment is excision of the involved segment with 
restoration of intestinal continuity. 

—Richard L. Lawton, M.D. 
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Subtotal Colectomy with Anal TIleostomy. Sam 

ScHNEIDER. Minnesota M., 1960, 43: 219. 

A TWO STAGE ANAL ILEOSTOMY PROCEDURE is de- 
scribed. This operation can be used in selected cases 
of ulcerative colitis and multiple polyposis of the 
lon. 

eT he techniques described are a colectomy after a 
left paramedian incision. The ileum is transected 
near the cecum. The terminal 4 inches of rectum is 
preserved and the mucosa is excised. A pull through 
of the terminal ileum is performed. The ileum and its 
mesentery are sutured through the full thickness of 
the proximal end of the anorectal cuff. The presacral 
space is drained lateral to the anorectal cuff through 
a lateral perineal stab wound. 

The ileum is transected, taking precaution that the 
segment to be defunctionalized is sufficiently mobile 
for later reanastomosis. The proximal functioning 
ileostomy is brought out through a right lower quad- 
rant stab wound. The proximal end of the defunc- 
tionalized ileum is brought out through the main 
wound. 

Two days later the anal sphincter is exposed and 
the serosa of the terminal ileum is sutured to it. The 
excess ileum is then transected, leaving adequate 
length for suture to the perianal skin. 

About 3 months after the completion of the first 
stage, the defunctionalized segment is tested by 
occluding the proximal end with a Foley catheter and 
instilling 100 c.c. of water. If this water is retained for 
4 hours and then expelled, the patient is ready for 
ieoileostomy. 

Many important details and precautions are de- 
scribed. The illustrations are excellent. 

—Ernest D. Bloomenthal, M.D. 


Urinary Disturbances After Radical Surgery for Ma- 
lignant Tumors of the Rectum (Considerazioni sui 
disturbi urinari conseguenti ad interventi radicali per 
neoplasie maligne del retto). D. PonticELLI and G. 
Vittoria. Cardarelli, 1959, 1: 497. 


Tue AUTHORS describe their experiences with Hart- 
mann’s abdominoperineal amputation. The vesical 
repercussions of this operation are due to changes in 
vascularization and innervation. 

Various theories as to the mechanism of disturbed 
micturition are reviewed. Special attention is directed 
to the role of nerve injuries. Lesions of the hypogastric 
nerves produce no disturbances in micturition; lesions 
of the presacral nerve cause only contemporaneously 
an increased frequency of micturition. Injuries to the 
pudendal nerves may cause paralysis of the external 
sphincter without significant effects on micturition. 
Section of the pelvic nerves will produce paralysis of 
the bladder wall, atony of the detrusor muscle, hyper- 
tonus of the internal sphincter followed by retention, 
hyperdistention of the bladder, and incontinence with 
drop by drop escape of urine. Section of the posterior 
roots is followed by loss of all micturition reflexes since 
all afferent pathways are interrupted and the bladder 
walls become flaccid and there is hypertonus of the 
internal sphincter. There follows a period of hyper- 
distention with incontinence and finally the bladder 
empties automatically at certain intervals. Total re- 
tention usually disappears after a few months. Slight 
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lesions of the peripheral nerve fibers due to traction or 
compression by surgical maneuvers or edema may also 
affect micturition. Detachment of adhesions during 
surgery may cause edema with complicating peri- 
cystitis of extravesicular origin. In cases without bac- 
terial complications, urinary disturbances may sub- 
side rapidly, but in cases of prolonged and severe in- 
flammation a phlogistic process develops with edema 
caused by organization of an exudate that strangles 
and compresses the fatty tissues. Distention of the 
bladder is then difficult and painful since it is enclosed 
in a fibrous sheath. If this sclerotic process is located 
at the trigonum vesicae and the fundus, the seminal 
vesicles, the vas deferens, and the ureters may be en- 
cased and constricted. In such cases there will be 
strangury, retention, renal pain, testicular pain, and 
epididymitis. all of which will subside with resolution 
of the inflammatory process. 

The vascular factor is not of great importance, in 
the opinion of the authors, the neurologic element 
being primary. Treatment should be directed toward 
combating hypertonus of the vesical neck or improv- 
ing the tonus of the detrusor muscle. 

—Edith Schanche Moore 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Experimental Studies of Factors Influencing Hepatic 

etastases—V, Effect of Cortisone and Adrenalec- 

tomy. Epwin R. FisHEeR and BERNARD FisHER. Cancer 
Res., 1960, 20: 492. 


THE ADMINISTRATION of cortisone did not affect the 
incidence of hepatic metastases in rats subjected to 
intraportal injection of Walker 256 carcinosarcoma 
cells. Adrenalectomy similarly failed to influence the 
incidence of hepatic metastases as compared to that 
observed in controls. Both cortisone treated and pair 
fed control rats had significantly fewer metastases 
than did control rats allowed food ad libitum and 
showing a gain in body weight. 

It was concluded that adrenal function played little 
part in the development of hepatic metastases in the 
experimental methods employed. 

—Harvey W. Baker, M.D. 


Conditions Under Which Portacaval Shunting is Ef- 
fective (Conditions d’efficience d’une dérivation 
porto-cave chirurgicale illogisme des spleno-renales 
et autres dérivations indirectes et non terminales). 
Henri Pretri. Ann. chir., Par., 1960, 14: 185. 


THE AUTHOR studied patients with portal hyperten- 
sion after portacaval shunting. Roentgenographic 
methods were employed to determine whether the 
shunts stayed open. Nine cases of end-to-side porta- 
caval shunt were studied by splenoportography. All 
the anastomoses were open. Six cases of splenorenal 
shunt were studied by ileac or mesenteric phlebogra- 
phy. These anastomoses were occluded. Two cases of 
end-to-side shunts between mesenteric veins and the 
vena cava were included. None of these shunts re- 
mained patent. 

A portacaval shunt must possess two characteristics 
to be successful. First, it must be a direct shunt in 
which an oblique method is used to connect the end 
of one vein with the side of another. Secondly, the 
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portion of vein which is implanted into the side of 
another vein must represent a termination of a venous 
reservoir system. When turbulence is produced by 
the configuration of the anastomosis, thrombosis 
occurs. Splenorenal shunts and portacaval shunts 
which utilize mesenteric and other branches of the 
portal venous systems are not effective and therefore 
should not be used. 

The roentgenographic demonstration of regression 
of esophageal varices after portacaval shunting is not 
good evidence that the shunt has remained open. A 
better method is the direct roentgenographic demon- 
stration of these venous channels. 

—Frederick W. Preston, M.D. 


Biliary Lithiasis After Partial Gastrectomy for Gas- 

Ulcer (La calcolosi biliare nei resecati 
gastrici per ulcera gastro-duodenale). BRUNO JONELLI, 
Osp. ital. Chir., Firenze, 1960, 2: 35. 


SEVEN PATIENTS who had undergone partial gastrec- 
tomy for gastroduodenal ulcer (6 duodenal ulcers, 1 
gastric ulcer) were found at operation, 7 to 21 years 
later, to be suffering from biliary lithiasis. 

The calculi were composed predominantly of 
cholesterol with minor amounts of calcium; the gall- 
bladders were dilated and their walls were inelastic, 
atrophic, and infiltrated with small round cells. In 1 
case study of the bladder wall revealed a typical 
histologic picture of hypertrophic cholecystitis. In 
addition to the stones, some of these gallbladders con- 
tained bile detritus. 

All of these findings, the cholesterol stones, bile 
detritus, speak for a rather recent development of the 
biliary lithiasis. Biliary stasis resulting from the cutting 
of some of the motor nerves during gastrectomy, the 
secretion of an abnormal kind of bile, chronic chole- 
cystitis, perhaps resulting from a chronic reflux into 
the duct from the distal duodenal stump, and biliary 
dyskinesia resulting from the abolition of the duodenal 
peristalsis are all possible causes of the lithiasis. 

The authors, of course, do not pretend that their 
study of this small series has solved the question of 
cholelithiasis in the patient who has undergone a 
gastrectomy; however, they do believe that calling 
attention to such a possibility will result in valuable 
further investigation, investigation which should lead 
to more precise and earlier differential diagnosis of this 
condition, its separation from the confusing sympto- 
matic sequelae of the postgastrectomy period, and its 
better management through special follow-up ob- 
servation and more adequate dietary control of the 
gastrectomized patient. —jJohn W. Brennan, M.D. 


Choledochoscopy Versus Cholangiography. Harry 
Brocks. Acta chir. scand., 1960, 118: 434. 


THE AUTHOR stated that choledochoscopic inspection 
at the time of operation affords more detailed and 
reliable information than can be obtained with 
roentgenography. Furthermore, a combination of 
cholangiography and choledochoscopy permits a 
thorough and detailed examination of the bile pas- 
sages leading to a reduction in the number of stones 
overlooked at operation. 

This endoscopic study was performed on 32 of 82 
patients undergoing cholecystectomy during a period 


of 1 year. The total time required for endoscopy of the 
biliary tract is approximately 5 minutes. The author 
believes this form of endoscopy to be a significant 
advance in biliary tract surgery. 

—Robert Turell, M.D. 


The Oral Cholangiogram, Frank W. Gearina, Jr., 
“> M. Canter, JR. Virginia M. Month., 1960, 


THE AUTHORS REVIEWED the oral cholangiographic 
method of studying the biliary tree. This method con- 
sists of the administration of a triple dose of 6 tablets 
of telepaque plus paregoric over a 12 hour period 
followed by taking 3 roentgenograms at hourly 
intervals. 

The excretion of this contrast medium depends on 
the functional capacity of the liver. If the bilirubin is 
5 mgm. per 100 ml. of serum or more, the likelihood 
of obtaining a satisfactory examination is remote. It is 
believed that the greatest usefulness of the oral 
cholangiographic method is in furnishing definite 
diagnostic information on patients with diseased gall- 
bladder or with partial obstruction of the cystic duct. 
Some investigators have believed that this procedure 
was successful in cases in which intravenous adminis- 
tration of cholografin had failed and have suggested 
that possibly this was due to the longer period of ex- 
cretion of the contrast medium. 

The authors considered some of the anatomic fea- 
tures of importance in the study of the biliary tree. 
The diameter of the common bile duct is quite vari- 
able but the average range is from 2 to 12 mm. The 
major biliary radicals are normally one-half the 
diameter of the common bile duct. If the diameter of 
the common bile duct after cholecystectomy ranges 
from 3 to 5 mm. it is indicative of a normal duct. 
When this range approaches 16 to 30 mm., size alone 
may indicate some degree of obstruction. 

The authors’ brief experience with the oral cho- 
langiographic technique has been satisfactory. It 
seems a logical first step in the study of the biliary 
tract, and they prefer to reserve the intravenous 
method for those cases in which this procedure fails to 
yield the desired information. 

— Stephen W. Carveth, M.D. 


en in Acute Cholecystitis. CHARLEs S. JoNEs, 
S. W. Gray, E. J. Warts, and J. E. SKANDALAKIS. Ann. 
Surg., 1960, 151: 769. 


THIs REPORT describes a study of 180 cases of acute 
cholecystitis managed at the St. Joseph’s Infirmary 
and the Piedmont Hospital in Atlanta, Georgia, 
between January 1946 and July 1959. The clinical 
data are compared with the pathologic status of the 
gallbladder at operation. 

In 31 of the 180 patients, 17.2 per cent, gangrene 
or perforation of the gallbladder was found at the 
time of operation. Some 40 per cent of the patients 
with gangrene or perforation had no past history of 
a previous attack. The data assembled in this report 
seem to indicate that in the 180 patients with acute 
cholecystitis there was no definite symptom, physical 
sign, or laboratory determination which reliably 
indicated the true pathologic status of the gallbladder 
as found at operation. 


Acute cholecystitis is primarily an obstructive dis- 
ease. Bacterial invasion is secondary to a primary 
chemical inflammation produced by the concentrated 
bile trapped in an obstructed organ. The authors be- 
lieve that in acute obstructive disease, early surgical 
intervention is the proper treatment. This approach 
is justified by the material contained in this report 
which emphasizes that the clinical picture does not 
reliably coincide with the pathologic progression of 
events. Damage to the common bile duct can be 
minimized by the proper selection of the operation. 
Cholecystostomy, which relieves obstruction and in- 
stitutes drainage, should be performed if the anatomic 
structures are obscure. —Orville F. Grimes, M.D. 


The Decision for Elective Cholecystectomy. FRANK 
Guenn. Med. Clin. N. America, 1960, 44: 835. 


IN VIEW OF THE EVIDENCE derived from clinical and 
postmortem data, an increasing number of physicians 
and surgeons have come in recent years to recom- 
mend elective cholecystectomy for silent stones unless 
there is a contraindication to operation. 

Whenever pancreatitis and calcareous biliary tract 
disease are encountered together, surgery of the biliary 
tract should be performed first. Then, after the lapse 
of a “reasonable” period of time sufficient to deter- 
mine that the pancreatitis exists independent of the 
biliary tract disease, surgery is embarked upon to cor- 
rect the pancreatitis. 

When confronted with a patient who has both 
gallstones and coronary heart disease, it is the author’s 
policy to be thorough in the clinical evaluation. He 
attempts to anticipate the complications that might 
follow operation and seeks to correct deficiencies as 
they are encountered. Unless the author believes that 
the patient lacks the reserve necessary to carry him 
through operation under the optimal conditions and 
facilities that are now available, surgical treatment of 
the biliary tract is recommended. 

Five hundred and five patients 65 years of age and 
older have been operated upon for nonmalignant 
disease of the biliary tract over the 25 year period 
from 1932 to 1957. In a review of this group it was 
found that all but 161 patients had tangible evidence 
of some major degenerative condition. One hundred 
and eighty-nine had hypertensive cardiovascular dis- 
ease; 116, arteriosclerotic heart disease; 44, chronic 
pulmonary disease; 30, moderate to severe diabetes 
mellitus; 9, cirrhosis; 9, chronic renal disease; and 52 
suffered from a major chronic malady which did not 
fall into any of the degenerative disease processes al- 
ready mentioned. Eighty-one patients were classified 
into 2 groups, 7 into 3 groups, 2 into 4 groups, and 1 
into 5 groups. —AHarold Laufman, M.D. 


Benign Neoplasms of the Gallbladder. Seymour Fiske 
ae and ALTON Ocusner. Ann. Surg., 1960, 151: 


Amonc 1,523 PATIENTS having cholecystectomies at 
the Ochsner Clinic, New Orleans, Louisiana, 45, 3 
per cent, had benign tumors of the gallbladder. 
During the same 15 year period malignant tumors of 
the gallbladder were diagnosed in 20 patients or 1.3 
per cent. The benign tumors were classified as adeno- 
mas in 18 cases, papillary adenomas in 15, adenomy- 
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omas in 9, carcinoma in situ in 2, and fibroadenoma 
in 1. In 21 cases there were associated gallstones. 

Indigestion and mild abdominal pain were the most 
frequent symptoms associated with the benign neo- 
plasms of the gallbladder. Preoperative diagnosis by 
cholecystography is possible in many patients with 
improved contrast media for visualization of the gall- 
bladder. The diagnosis is to be suspected in the 
presence of a fixed radiolucent shadow in the opaci- 
fied gallbladder. Nonneoplastic lesions such as cho- 
lesterol polyps or inflammatory polyps cannot be 
differentiated from benign tumors. 

Since it is believed that malignant tumors may 
arise from benign lesions of the gallbladder, as they 
may from benign lesions of the stomach or colon, 
cholecystectomy is recommended when a diagnosis 
of benign neoplasm is made. 

—Harvey W. Baker, M.D. 


Surgical Injuries of Biliary Ducts (Lesiones quirdrgicas 
de las vias biliares). Arttio J. Lasata. Prensa méd. ar- 
gent., 1959, 46: 2627. 


SOME OF THE COMMONEST CAUSES of injuries to the ducts 
are pulling and angulation of the common duct at the 
time of dissection, clamping the duct with a hemostat 
during a hemorrhage of the cystic artery, difficulties 
in exposure during surgery, or a marked inflamma- 
tory reaction of the surrounding tissues. Accidents of 
this type occur more frequently during retrograde 
cholecystectomy. 

Once the diagnosis of injury is made, repair should 
be performed as early as possible. If the injury is de- 
tected at the time of the original operation, the repair 
usually offers no problems. The later the operation is 
delayed and the more the patient has been subjected 
to surgery, the poorer the prognosis. 

In 50 cases of injury of the biliary ducts, 150 opera- 
tions were performed. Ninety-two per cent of this 
group had biliary surgery as the first procedure. Eight 
per cent had gastroduodenal surgery first. 

In order to correct these lesions, end-to-end 
anastomosis of the common duct was the procedure 
used in most cases. Hepatoduodenostomy was second 
and hepatojejunostomy came in third place. The 
Longmire operation was performed in 1 case. 

— jaime Bércena, M.D. 


Present Status of Surgery of the Biliary Tract. Bjorn 
THORBJARNARSON and FRANK GLENN. WN. York State 7. 
M., 1960, 60: 1265. 


Surcery is the method of choice of treatment for 
acute cholecystitis since it cannot be predicted 
whether the cholecystitis will subside or progress to 
perforation. In both acute cholecystitis and chronic 
calcareous disease, cholecystectomy is performed if 
possible. Cholecystostomy is performed when the 
patient’s general condition is too poor to withstand 
cholecystectomy, when anatomic relationships are 
obscured by inflammation, or when there is perfora- 
tion with local and spreading peritonitis. 

Absolute indications for exploration of the common 
duct are: (1) palpable stones within the duct, (2) 
dilatation of the common duct, (3) thickened wall of 
the common duct, and (4) obstructive jaundice. 
Relative indications for common duct exploration 
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are: (1) history of jaundice, (2) small stones in the 
gallbladder, (3) cholelithiasis in patients over the 
age of 65, and (4) enlargement or induration of the 
head of the pancreas. 

Intravenous cholangiography has been performed 
in a large number of cases without major complica- 
tion. It is useful in evaluating the common duct before 
surgery and is indicated preoperatively in any patient 
with a suggestion of the possibility of a common duct 
stone. 

Carcinoma of the biliary tract has a generally poor 
prognosis. At the New York-Cornell Medical Center 
in New York City, there have been only 3 long term 
survivals with carcinoma of the gallbladder. It is 
notable that in each of these patients the lesion was 
discovered accidentally at routine cholecystectomy. 
Resection for carcinoma of the bile ducts was possible 
in only 4 of 31 cases. Twenty of 30 patients with 
ampullary carcinomas underwent radical pancreati- 
coduodenectomy with a 25 per cent 5 year survival. 

—Lockert B. Mason, M.D. 


Hyperinsulinism,. Wittiam H. ReMine, Donatp A. 
ScHo.z, and James T. PriestLey. Am. 7. Surg., 1960, 
99: 413. 


IN THE YEARS 1927 through 1958, functioning islet-cell 
tumors of the pancreas were found in 95 of 109 patients 
with hyperinsulinism seen at the Mayo Clinic. Ninety 
per cent of the tumors were adenomas, the rest carci- 
nomas with metastasis. 

The tumors may develop at any age, but most pa- 
tients are between 30 and 60 years old. Sex distribu- 
tion is about equal. 

In contrast to the experience with functional hypo- 
glycemia, the symptomatic attacks associated with 
these tumors begin most often during fasting or after 
vigorous exercise. About 60 per cent of the patients 
reported early-morning attacks. A 12 hour fast in- 
duced attacks in 35 per cent of patients, and a 48 hour 
fast in 97 per cent. In contrast, patients having func- 
tional hypoglycemia withstood the fasting test nor- 
mally. 

A transverse upper abdominal incision allows search 
for ectopic pancreatic tissue. The pancreas should be 
palpated with extreme care, for small tumors may be 
difficult to detect, and are multiple in at least 4 per 
cent of cases. Removal of tumors from the head of the 
pancreas may require special measures to avoid dam- 
aging the pancreatic ducts or the common bile duct. 
Since 70 to 75 per cent of tumors are found in the body 
and tail, if no tumor is discovered by palpation the 
pancreas is excised to the mesenteric vessels. If the 
pathologist cannot find a tumor by intensive examina- 
tion of this portion, the remainder is removed in a later 
operation. 

If cardinal symptoms of hyperinsulinism persist 
after extirpation of all pancreatic tissue, the presence 
of a malignant metastatic lesion must be considered. 

After operation, hyperglycemia may be present for 
several days or longer, and insulin therapy may be re- 
quired. Normally, cure depends upon whether all 
tumor tissue has been removed; but occasionally re- 
mission follows an operation in which none was found, 
and sometimes recurrence is encountered after an op- 
eration that seemed successful. 


Possibly hyperfunction may occur without tumor, 
but no case has been authenticated. Cure has not been 
achieved in any case of a metastasizing type of malig- 
nant tumor in the islet cells. 


Pancreatic Duct Obstruction. THomas TayLor Wuirte, 
Northwest M., 1960, 59: 508. 


ON THE THEORY that reflux of bile into the pancreatic 
ducts was responsible for pancreatitis, sphincterotomy 
has been advocated in the treatment of this painful 
condition. However, various studies have demon- 
strated that perfusion of the pancreatic duct with bile 
in goats and dogs does not produce acute or chronic 
pancreatitis. On the other hand, partial obstruction 
of the pancreatic duct has produced pancreatic calci- 
fication, chronic pancreatitis, or both. Confirmation 
of these findings comes from the clinical experience 
that sphincterotomy alone fails to relieve a large 
number of patients with chronic pancreatitis. It is the 
contention of the author that the pain of chronic 
pancreatitis is due primarily to distention of the pan- 
creatic ducts from the stimulus the pancreas receives 
from secretin. 

Obstruction of the pancreatic ducts may be due to 
the presence of calculi, which usually lodge at the bi- 
furcation of the two pancreatic ducts or 3 cm. above 
the ampulla of Vater just outside the pancreatic 
sphincter. It is, therefore, important that a pancreatic 
duct exploration by probe and pancreatogram be 
carried out at the time of sphincterotomy for cure of 
pancreatitis. Occasionally the impacted stone may be 
removed. 

Pancreatic duct obstruction may also be caused by 
extensive strictures of the pancreatic duct. Other pa- 
tients present early calcification of the head of the 
pancreas with functioning pancreatic tissue emptying 
into multiple small lakes which are unconnected 
through the pancreatic duct with either the duo- 
denum or the tail. In those patients having irremov- 
able calculi or stricture in the pancreatic ducts just 
proximal to the pancreatic sphincter, drainage of the 
tail of the pancreas through a Roux-Y jejunal loop is 
indicated. 

In the patients who have lake formation, an op- 
erative procedure consisting of cutting down on the 
pancreatic duct throughout its entire length and 
fileting the pancreas left behind with the application 
of a long loop of jejunum arranged in a Roux-Y 
fashion may be attempted. The author emphasizes, 
however, that this procedure is often technically very 
difficult or impossible. Total pancreatectomy has been 
advocated, but this type of surgery should be con- 
sidered only as a last resort because of the technical 
difficulties encountered in the dissection and because 
of the endocrine and exocrine deficiencies which 
result. 

The author emphasizes that success will not be 
achieved in curing chronic pancreatitis without relief 
of obstruction. He believes that partial pancreatec- 
tomy, a procedure involving partial gastric resection 
with gastrojejunostomy, choledochojejunostomy, and 
anastomosis of the jejunum to the remaining tail of 
the pancreas may be performed for pain when other 
measures do not yield successful results. 

— Wayne F. Cameron, M.D. 
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Traumatic Pancreatitis (Traumatismos del pAncreas). 
W. TEJERINA FoTHERINGHAM. Bol. Soc. cir. B. Aires, 
1959, 43: 901. 

TuIs CASE REPORT demonstrates the clinical course, 

treatment, and results obtained in a traumatic rup- 

ture of the duct of Wirsung resulting from blunt 
trauma to the abdomen. After several explorations in 
which drainage of the peritoneal cavity, drainage of 

a pseudocyst of the pancreas, and drainage of a sub- 

phrenic abscess were carried out, definitive surgery 

consisted of resection of the body and tail of the pan- 
creas. Examination of the specimen revealed a com- 
plete rupture of the duct of Wirsung. 

—Luis A. Diaz-Bonnet, M.D. 


Cortisone Therapy for Acute Necrotizing Pancre- 
atitis (Considerazioni e rilievi sulla terapia cortisonica 
della necrosi acuta del pancreas). CARLO MIROBALLO. 
Riforma med., 1960, 74: 205. 


THE AUTHOR REPORTS on 2 patients with acute necro- 
tizing pancreatitis treated at the Medical Clinics of 
the University of Perugia, Italy. 

He believes that the cortisone aided both patients. 
It is thought that besides the antishock effect the corti- 
sone exercises an antireaction influence on the histo- 
pathologic processes which occur with acute pan- 
creatitis, as seems to be indicated by the favorable 
course of the disease and the absence of complications 
or recurrence —Lucian F. Fronduti, M.D. 


Surgical Treatment of Pancreatitis (Tratamiento qui- 
rargico de la pancreatitis). W. TEJERINA FoTHERING- 
HAM. Bol. Soc. cir. B. Aires, 1959, 43: 881. 


THE AUTHOR reports 30 cases of pancreatitis which are 
divided into the following groups: (a) 14 cases of acute 
pancreatitis associated with disease of the biliary 
tract, (b) 10 cases of acute pancreatitis following 
biliary tract surgery, and (c) 6 cases of chronic pan- 
creatitis recognized during operation. 

The treatment recommended for the acute episode 
is nonoperative except in those cases manifested by 
acute diffuse peritonitis with shock, which the author 
classifies as ‘‘ biliopancreatic peritonitis.” These cases 
are always associated with a stone impacted in the 
ampulla of Vater below the entrance of the pan- 
creatic duct. For this type of case, choledochotomy, 
peritoneal toilet, antibiotics, and blood transfusions 
are recommended. For those considered as chronic, 
surgical treatment is recommended. The operation 
consists of a transcystic cholangiography followed by 
a choledochotomy. After removal of any calculi that 
may be present, exploration of the common duct is 
carried out to detect any changes that may be present 
in the ampulla of Vater. If no changes are demon- 
sirable, the operation is terminated after T tube 
drainage of the common duct is established. 

_ In those cases in which changes in the distal por- 
tion of the choledochus or at the papilla of Vater are 
demonstrated, a duodenotomy is performed with 
sphincterotomy and exploration of the pancreatic 
duct. At times catheter drainage of the pancreatic 
duct for a few days may be indicated. 

The results obtained in this group of patients are 
considered excellent by the author. There were 2 
deaths and the rest of the patients were cured. 
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The author states that in the majority of the cases 
of pancreatitis it is possible to recognize obstruction 
of the pancreatic duct, obstruction that is almost 
always secondary to biliary tract disease associated 
with a septic process, and it is towards the relief of 
this that treatment is directed. 

The techniques used by the author for sphinc- 
terotomy and for drainage of the pancreatic duct are 
well described and illustrated. 

—Luis A. Diaz-Bonnet, M.D. 


Treatment of Recurrent Pancreatitis by Transduo- 
denal Sphincterotomy and Exploration of the Pan- 
creatic Duct. MarsHALL K. BarTLETT and GEORGE 
L. Narot. NV. England J. M., 1960, 262: 643. 


THE MANAGEMENT Of the patient with recurrent pan- 
creatitis is controversial. It will probably continue to 
be so until there is a better understanding of the 
underlying causative mechanisms. Of the various 
theories of the cause of pancreatitis the two that have 
received most attention in recent years are those of 
obstruction to outflow of the pancreatic secretions 
from the duct system, and reflux from the common 
duct into the pancreatic duct through a “common 
channel” formed by the entrance of the duct of Wir- 
sung into the common bile duct proximal to the 
papilla of Vater. In spite of the enthusiastic support 
given to the “common channel” and reflux theory in 
recent years, the obstruction theory has appealed to 
the authors as a more likely cause in their clinical 
experience. 

Since 1952, the authors have operated on 53 pa- 
tients with recurrent pancreatitis, directing their ef- 
forts toward improving the drainage of the pancreatic 
duct system. Sphincterotomy and transduodenal ex- 
ploration of the pancreatic duct were carried out in 
each case. Recently, pancreatography has been added 
as a standard part of the procedure. Thirty-two pa- 
tients obtained good results, 9 fair, and 12 poor. 
Seven patients with poor results have had further 
surgical procedures resulting in 5 good results, 1 fair, 
and 1 poor. —Robert Turell, M.D. 


Pancreatic and Ampullary Cancer (Nuestra expe- 
riencia sobre el cancer del pancreas y del area ampu- 
lar). Luis Estrapa. Rev. espan. enferm. ap. digest., 1960, 
19: 154. 


THE AUTHOR has seen more than 30 cases of pancre- 
atic and ampullary carcinoma in the last 5 years. The 
average age was 59 years and the incidence in men 
was twice that in women. 

Among the early symptoms, pain (40 per cent) and 
dyspepsia (31 per cent) were the principal ones. In 
general, pain was found in 83 per cent of all cases, 
jaundice in 72 per cent, weight loss in 59 per cent, 
enlarged liver in 62 per cent, and distended gall- 
bladder in 62 per cent. 

Twenty-seven of 29 patients were subjected to 
laparotomy. In 16 cases palliative procedures were 
performed and radical surgery was accomplished in 
only 8 cases. The operative mortality was 12.5 per 
cent for palliative surgery and 33 per cent for duo- 
denopancreatectomy. Bad results reflect not only the 
malignant characteristics of these tumors but also the 
delay in surgical treatment. — Jaime Barcena, M.D. 
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The Association of Diabetes Mellitus with Primar 
Carcinoma of the Pancreas. F. G. SCHLESINGER, 
Scuwarz, and C. A. WAGENVooRT. Acta med. scand., 
1960, 166: 337. 


THE AUTHORS describe the case histories of 7 patients 
with diabetes mellitus and associated pancreatic car- 
cinoma. 

In 5 of the patients, the onset of the diabetes oc- 
curred shortly before the diagnosis of pancreatic car- 
cinoma. In 4 of these patients the family history was 
negative for diabetes mellitus. This article suggests 
that recently discovered diabetes which is “‘ brittle” in 
type, vague abdominal discomfort, and signs of dis- 
turbed external secretion of the pancreas, such as diar- 
rhea and steatorrhea, should all alert the clinician to 
the possibility of carcinoma of the pancreas. 

In the statistical analysis of deaths on a diabetic 
service from 1952 to 1957, the authors found that 4 of 
173 deaths were due to pancreatic carcinoma. In a 
random group of 173 individuals of the same age dis- 
tribution only 1 death occurred from pancreatic car- 
cinoma and this difference is a statistically significant 
one. 

The clinical course of patients of this type may be 
twofold: (1) The patient may have or be strongly 
suspected of having pancreatic carcinoma and dia- 
betes may develop after some time. (2) Diabetes may 
develop and the patient later has symptoms of pan- 
creatic carcinoma. From the cases presented, the latter 
course would appear to be more common. Compres- 
sion of blood vessels as a result of extensive fibrous 
tissue replacement of the pancreas is suggested by the 
authors to be the cause of diabetes mellitus in these 
patients. It is concluded that a diabetic glucose toler- 
ance curve is an early symptom of pancreatic carci- 
noma and determination of glucose tolerance should 


always be undertaken in cases of intractable abdom- 
inal pain in middle-aged patients. 
—Lloyd D. MacLean, M.D. 


SPLEEN 


Surgical Treatment of Portal Hypertension (Zur 
chirurgischen Behandlung des Pfortaderhochdrucks— 
zugleich ein Beitrag zur traumatischen Genese eines 

raehepatischen Blocks). A. GiiTGEMANN, W. H. 
—_— and K. H. Scurrerers. Chirurg, 1960, 31: 
97. 


THE PATHOPHYSIOLOGIC, anatomic, and surgical back- 
ground for portacaval shunts is reviewed. The mor- 
tality after portacaval anastomosis was 1 death of 44 
patients operated on. One of every 6 upper intestinal 
hemorrhages is due to portal hypertension. In all 
cases of varicose bleeding of the upper intestinal tract, 
rapid degeneration of liver cells occurred. Prehepatic 
portal hypertension in the overwhelming majority of 
cases is due to stenosis of the splenic vein. In all cases 
observed, there was a demonstrable organic stenosis. 
The types of such stenoses are reviewed. 

Banti’s disease is no longer an entity, per se, but can 
be only a descriptive term. Eighty per cent of all cases 
of portal hypertension have their origin in cirrhosis of 
the liver; 20 to 30 per cent of all cases of liver cir- 
rhosis are silent. 

A case history of an abdominal trauma is cited 
which resulted in subcapsular splenic rupture with 
thromboses of the splenic vein. This patient showed 
all clinical and laboratory findings of portal hyper- 
tension. Surgical exploration failed to reveal any 
other disorder but thrombosis of the splenic vein and 
splenic rupture. After splenectomy, recovery was 
rapid. All symptoms of portal hypertension subsided 
after 3 weeks postoperatively. —Otto Weiss, M.D. 


SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 


UTERUS AND ADNEXA 


Celioscopy in Gynecology (La coelioscopie en gyné- 
cologie), Raout PALMER. Acta gyn. obst. hisp. lus., 1960, 


Tue NECESSITY for correct technique, constant vig- 
ilance, and prolonged apprenticeship for the correct 
interpretation of celioscopic findings is stressed. Celi- 
oscopy is evaluated as a diagnostic aid in cases of 
suspected nonruptured extrauterine pregnancy, stub- 
born sterility, stubborn amenorrhea, stubborn pain, 
and pelvic masses of unknown type. 

In the selection of the abdominal or vaginal ap- 
proach for celioscopy contraindications to the former 
would include a history of generalized peritonitis, es- 
pecially of fibrocaseous peritonitis, and a history of 
repeated laparotomies. Contraindications to the vag- 
inal approach include a narrow or inviolate hymen, 
a narrow inelastic vagina, vaginitis, fixed retroversion, 
and an adnexal mass prolapsed into the cul-de-sac of 
Douglas. Should celioscopy nevertheless seem advis- 
able, there are two ways of verifying the absence of 
intestinal adhesions after induction of a pneumoperi- 
toneum, namely, by a profile roentgenogram of the 
abdomen which reveals a clear band behind the wall, 
or by an exploratory puncture with the needle of a 
10 c.c. syringe. When the needle reaches the pneumo- 
peritoneum the piston in the syringe rises. Special 
indications for the vaginal route include its simpler 
and more rapid accomplishment, but these advan- 
tages are largely counterbalanced by the greater lim- 
itation of the visual field which may prevent recog- 
nition of the actual condition or yield wrong informa- 
tion concerning the size of cysts or other formations. 
In the absence of definite contraindications, the ab- 
dominal route is used whenever biopsy or section of 
adhesions by means of celioscopy appears possible. 
This is not possible by the vaginal route. 

After each celioscopy, the operator is required to 
submit a complete report with a schematic drawing 
of his observations. The author has in addition used 
colored moving pictures and photographs to illustrate 
his findings for the past 4 years. Twelve schematic 
drawings are included. —Edith Schanche Moore 


Some Aspects of Hydatidiform Mole and Ectopic 
mon Tissue. L. J. Scnewitz. Med. Proc., 


THE CELL CHARACTERS of benign and malignant 
trophoblasts are identical in appearance. The presence 
of much hemorrhage and necrosis of tissues with in- 
vasion by large sheets of trophoblastic cells are the 
main features indicating chorionepithelioma. Formed 
villi are very rarely found in chorionepitheliomatous 
tissue. When secondary deposits are found, these 
points of difference are of great importance and often 
will indicate prognosis in the individual case, as was 
borne out by the author’s case report. 

Statistical evaluation of the frequency of secondary 
deposits in hydatidiform mole is clearly not possible at 


the present time. When vaginal nodules, however, do 
appear, their accessibility to biopsy makes a knowledge 
of their characteristics of great value in diagnosis and 
treatment. The characteristics of the deposits in preg- 
nancy, hydatidiform mole, and chorionepithelioma 
are similar. 

There are three distinct types of pattern in vaginal 
nodules. The first is that associated with chorioncar- 
cinoma and consists of clumps of Langhans cells with 
hyperchromatic nuclei and runs of syncytium without 
villi. Blood vessels are blocked with tumor emboli and 
there is much hemorrhage. The second type is that in 
which cells of the syncytial layer are found dispersed 
in the connective tissue and are seen in association 
with the vascular endothelium. Cytotrophoblast is 
not seen. This group is evidence of the benign nature 
of the deposit. The third group presents formed villi 
or parts thereof. This group is also of good prognostic 
significance. 

A plea is made for conservative therapy, in certain 
circumstances, in young women with hydatidiform 
mole with secondary deposits. 

—Charles Baron, M.D. 


Gynecologic Surgery in Elderly Patients (Aspetti 
particolari della chirurgia ginecologica nelle pazienti 
di eta’ avanzata). Francesco Lucisano. Clin. ostet. 
gin., 1960, 62: 1. 

THE AUTHOR has carried out a statistical study of 345 

gynecologic operations performed on patients of ad- 

vanced age in the Department of Obstetrics and 

Gynecology of the Rome University Medical School 

in Rome, Italy during the period 1 January 1947 to 

31 December 1957. The following data were consid- 

ered: duration of hospitalization, type of disease, clin- 

ical picture, type of anesthesia employed, operation 
performed, postoperative complications, and mor- 
tality rate. 

The duration of hospitalization averaged 15 days, 
except for those patients who underwent operations of 
special gravity for whom the hospitalization period 
was longer than 4 weeks. The most common indica- 
tion for surgery was genital prolapse in different stages, 
161 cases. Carcinoma was the second most common 
indication for operation, 75 cases. The third most fre- 
quent indication was fibromyoma of the uterus, 23 
cases, followed by ovarian cysts, 21 cases. General 
anesthesia was employed in 70 per cent of the cases. 
It has to be noted, however, that spinal or local anes- 
thesia was used almost exclusively before 1951, while 
from then on only general anesthesia was used. Among 
the postoperative complications, the author observed 
32 urinary tract infections, 17 dehiscences of the suture 
line, 11 thromboembolic phenomena, 10 pulmonary 
complications, and 8 cardiac failures. An over-all 
mortality rate of 4 per cent was observed, with a total 
of 14 deaths. The most common cause of death was 
irreversible shock, 5 cases. The author concludes with 
some comments on the evaluation of the operative risk 
in patients of advanced age, the type of anesthesia, 
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and other special aspects of gynecologic surgery in 
geriatric patients. — Maria Serratto, M.D. 


Cytologic Prognosis in Cancer of the Cervix. Rutu M. 
GrauaM. Am. 7. Obst., 1960, 79: 700. 


THE AUTHOR uses the pretreatment vaginal smear in 
an attempt to determine which patient with cervical 
cancer is best treated by irradiation and which patient 
should be subjected to surgery. Patients with rela- 
tively high histiocyte counts are said to be good can- 
didates for irradiation, whereas those with low counts 
should not be irradiated. Those with high counts of 
superficial cells (good estrogen effect) are said to be 
good candidates for surgery, whereas those with low 
superficial cell counts are to be irradiated. The 
author believes that the counts cited above correlate 
well with a count of sensitization response cells and 
that the presence of high numbers of cells denoting 
sensitization response, few superficial cells, and large 
numbers of histiocytes indicates that the patient is a 
better candidate for irradiation than for surgery. 
—M. Leon Tancer, M.D. 


A Technique to Increase the Value of a Cone Biopsy 
from the Cervix. D. A. Boyes and H. K. Fipter. 
Cancer, 1960, 13: 634. 


Tue AUTHORS correctly point out that when’ a cone 
biopsy specimen is taken from the-cervix to confirm 
positive cytologic findings it is occasionally difficult 
to know whether the lesion has or has not been com- 
pletely removed. Accordingly, they propose painting 
the cut surface of the specimen with 10 per cent silver 
nitrate after fixation in 10 per cent formalin-saline 
and then staining by ordinary hematoxylin and eosin 
stains. In this manner, the silver-impregnated line of 
excision can be readily recognized microscopically 
and two excellent photomicrographs are included in 
the article to demonstrate this point. This technique, 
coupled with serial sections, should make possible a 
still higher degree of accuracy in the diagnosis of the 
completeness of removal of intraepithelial carcinoma. 
— Thomas W. McElin, M.D. 


Radiation Therapy for Cervical Cancer. GrorceE C. 
Lewis, Jr. Missouri Med., 1960, 57: 573. 


ROENTGEN TREATMENT with external beam therapy 
is employed first. This treatment is directed primarily 
to the parametrium and lateral pelvic walls. Roentgen 
rays are usually given initially because it is felt that 
this permits shrinkage of bulky tumors, increases pli- 
ability of tissues fixed by tumor, and reduces infec- 
tion. Radium is placed in the uterus and vagina as 
soon after completion of roentgen therapy as the pa- 
tient’s condition permits. A single application is given 
because of the complexity of dosimetry and because 
of the fear that a small number of individuals might 
not return for a second application. After the insertion 
of radium, a series of roentgenograms is taken to aid 
in the calculation of exposure dose rates. Adjustments 
are made so that the total therapy does not exceed 
8,000 r to the bowel and 10,000 r to the ureters and 
bladder. The total dosage to point A averages 6,000 r 
to 8,000 r; point B receives 5,500 r to 6,500 r. 

The 5 year results of radiation therapy in terms of 
per cent survival free of malignant disease for 5 years 


is as follows: stage I—63 cases, 73 per cent; stage II— 
115 cases, 55 per cent; stage III—34 cases, 18 per 
cent; stage IV—10 cases, 0 per cent. Of 22 patients 
with stage I lesions treated by radical surgery (Clarke. 
Wertheim procedure), 17 survived 5 years or more 
for a survival rate of 77 per cent. 

— Warren R. Lang, M.D. 


Surgical Management of Carcinoma of the 
JoserH W. Ketso. Missouri Med., 1960, 57: 580. 


THE AUTHOR reports on a 15 year experience with 
surgery followed by deep roentgen ray therapy in the 
management of cervical carcinoma. From this expe- 
rience has emerged statistical evidence that this form 
of treatment is an acceptable means of managing 
International Classification stage I and stage II 
carcinoma. The operative procedure consists of com- 
plete hysterectomy with bilateral salpingo-oophorec- 
tomy, bilateral pelvic lymphadenectomy, removal of 
the parametrium, and excision of the upper one- 
third or one-half of the vagina. Postoperatively, the 
patient receives deep roentgen ray therapy, 2,400 r to 
each of two anterior and two posterior portals. 

The over-all 5 year results, 1945 to 1954, were: 

Stage Patients treated Survival Per cent 


I 69 86.2 
II 39 72.2 
III 2 66.6 
110 80.2 
Twenty-six patients had lymph node metastases by 
histologic examination. Of these, 5 of 7 (71.4 per 
cent) with stage I carcinoma, 7 of 16 with stage II, 
and 2 of 3 with stage III survived at least 5 years. 
Twelve patients had carcinoma of the cervix compli- 
cated by pregnancy; all are alive and well. Seven of 
these are eligible for 5 year evaluation, 5 of them 
with stage I carcinoma and 2 with stage II. Thirteen 
patients with cervical stump carcinoma have been 
managed as described; 8 are within the 5 year group 
and all are living without evidence of carcinoma. 
— Warren R. Lang, M.D. 


Pompentys Disorders of the Bladder, Renal Pelvis, 

and Ureter After Okabayashi’s Radical Hyster- 
ectomy. YasusHt Mirani, HisaANosu Isuuin, Tosuio 
YasunaGA, Kazuo Ono, and Others. 7. Jap. Obst. 
Gyn. Soc., 1957, 4: 58. 


Two HUNDRED AND EIGHT CASES of patients having 
radical hysterectomy for cervical cancer by Oka- 
bayashi’s technique were observed postoperatively with 
relation to urinary tract function. Thirty-seven per 
cent had retention of more than 40 c.c. of urine for 40 
days or longer after the operation. 

One hundred and twenty patients were studied 
cystoscopically before and after operation, mostly 15 
to 30 days postoperatively. Specific cystoscopic find- 
ings were deformation of the trigone and delayed 
excretion of indigo carmine. 

Roentgenograms of the bladder showed a length- 
ened vertical diameter and a more or less rounder than 
normal contour of the bladder. The cystoscopic and 
roentgenographic findings returned to the preoper- 
ative state after several months. 

Postoperative changes of the ureter were common, 
with a diminished tonus from the renal pelvis to the 
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bladder in many cases. Distances of the ureters from 
the median line were compared with each other at 
various points before, 1 month after, and 3 months 
after operation. The ureters were found to have 
moved postoperatively significantly toward the mid- 
line, particularly at the spot where the left ureter 
passed through the widest part of the pelvic entrance 
after going by the sacroiliac joint. All ureteral dis- 
turbances appear to disappear eventually. 

Ureteral fistulas occurred in 4.4 per cent of 226 
patients who were operated on at the Nagasaki Uni- 
versity School of Medicine between 1947 and 1955. No 
significant difference was found among yearly fre- 
quencies. The skill of the operator appeared to make 
a considerable difference in the incidence of fistulas. 
The average time of onset of the fistula was 2 to 3 
weeks postoperatively. Five of the fistulas healed 
spontaneously. Two patients were treated by ne- 
phrectomy, and another by nephrostomy. 

—Alan Rubin, M.D. 


Statistical Considerations on Circumcision and Cer- 
vical Cancer. Ernst L. WyNDER, NATHAN ManrTEL, 
and SamuEL D. Lickuiwer. Am. J. Obst., 1960, 79: 
1026. 


THE VARIOUS STATISTICAL STUDIES on the relationship 
between lack of circumcision and the development of 
cervical cancer have employed the retrospective 
method. This method depends on comparing the fre- 
quency of occurrence of the study factor, in this case 
circumcision of husbands, among those with the 
study disease, cervical cancer, with the frequency in 
a comparable control group. 

The definitive determination of whether true as- 
sociation exists must await the conduct of an ap- 
propriate study within an ethnic group. Nevertheless, 
certain recommendations can be made at this time. 

Circumcision, a widely increasing practice in the 
United States, is a rather simple procedure and one 
which has acceptance for reasons other than that it 
may protect against penile or cervical cancer. The 

ractice of circumcision of new born children should 
stimulated since it is simpler than either later cir- 
cumcision or the continued practice of good personal 
hygiene indefinitely in the future. In so far as more 
mature males are concerned, the simple alternative 
at this time is good penile hygiene, which can be stim- 
ulated by educational measures directed toward both 
physicians and the general population. The practice 
of circumcision should be encouraged particularly in 
the low income groups among whom cervical cancer 
is more common and good personal hygiene is less 
adequate. —John R. Wolff, M.D. 


Vaginal and Uterine Tumors in Children. Howarp 
LFELDER and W. Harpy HEnpREN III. Clin Obst. & 
Gyn., 1960, 3: 175. 
Tumors of the vagina and uterus are so infrequently 
found in children that no single observer has been 
able to study a large series. Instead, the authors offer 
a wide review of the literature concerning these le- 
sions, 
Since most tumors of the vagina and uterus in chil- 
dren are malignant, it is strongly suggested that any 
vulval or vaginal skin tag be submitted for histologic 


examination and any evidence of vaginal or “‘uri- 
nary” bleeding be carefully studied. 

Radical surgical extirpation of these lesions is 
thought to be the only_reasonable hope for survival in 
young patients with vaginal or uterine malignant 
lesions. —M. Leon Tancer, M.D. 


Bilateral Polycystic Ovaries. Y. YONEDA. Canad. M. 
Ass. F., 1960, 82: 1117. 


THE AUTHOR surveys the cases of Stein-Leventhal syn- 
drome observed in the Edmonton, Alberta area over 
the 10 year period from 1948 to 1958. Increasing 
awareness of this condition was shown in the fact that 
only 10 cases were diagnosed in the 9 years preceding 
1958, whereas there were 10 cases in 1958 and 5 
during the first 3 months of 1959. 

The diagnostic criteria used in this series included 
three of the following four features: (1) clinical his- 
tory, (2) bilateral palpable or demonstrable enlarged 
ovaries, (3) normal 17-ketosteroids, and (4) gross and 
microscopic findings of the ovaries. 

The results of wedge resection of the ovaries in this 
small series were encouraging. In 84 per cent of the 
author’s cases, normal menses returned after wedge 
resection. Thirty-eight per cent of the patients became 
pregnant. — Thomas W. McElin, M.D. 


Ovarian Tumors in the Premenarchal Child. J. M. M. 
DarteE. Clin. Obst. & Gyn., 1960, 3: 187. 


OvaRIAN TuMORS were found in 36 premenarchal 
girls during a 35 year period at the Hospital for Sick 
Children, Toronto, Canada. Of these, 5, 14 per cent, 
were malignant. 

Presenting symptoms were pain, either acute or re- 
current, frequently associated with vomiting, and 
abdominal mass noted by the mother or examining 
physician. 

The most common sign was a mass felt abdomi- 
nally, although in 5 cases the mass could be felt only on 
rectal examination. Fever was frequently present as 
was abdominal tenderness and guarding in the pres- 
ence of torsion. 

The great majority of benign tumors were cystic 
teratomas. Simple or multilocular cysts were found in 
10 cases, 28 per cent. These patients came to surgery 
because of torsion. 

Among the malignant tumors, 2 were dysgermino- 
mas and 2 were papillary adenocarcinomas. 

Therapy of ovarian tumors in this group of girls 
consists of early surgical removal. 

Leon Tancer, M.D. 


Ovarian Neoplasms in Children. IsaBELLA ForsHALL. 
Arch. Dis. Childh., Lond., 1960, 35: 17. 


More THAN 100,000 children have been admitted to 
the two main Liverpool children’s hospitals during 
the last 10 years; among these were 21 children with 
ovarian tumors. The tumors included: 2 cystadenomas; 
12 benign cystic teratomas and 1 solid teratoma; 3 
tumors of special morphologic aspect; and 3 tumors 
of doubtful origin. One patient had bilateral tumors. 

An ovarian tumor should be removed and the 
sooner the better; it may be malignant and a few 
days may make a difference in prognosis. A large in- 
cision should be made, and the pedicle of the tumor 
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should be clamped at the first possible moment to 
prevent dissemination of malignant cells by way of 
the blood stream. 

The fallopian tube should be preserved in obviously 
cystic tumors. The second ovary should be examined; 
it may contain a small teratoma or granulosa cell 
tumor, the removal of which by dissection will pre- 
serve some ovarian tissue. 

Patients with granulosa cell tumor and dysger- 
minoma have recovered when the tumor has spread 
beyond its capsule and invaded other pelvic organs; 
therefore, radical excision is justified and may be 
rewarding. 

There is little authoritative guidance about when 
to use and when not to use roentgenotherapy, and the 
decision may be very difficult. Not only will irradia- 
tion cause sterility, but also growth and the pattern 
of growth may be impaired. It is probably true to say 
that anaplastic carcinomas, malignant teratomas, and 
tumors which histologically resemble chorionic car- 
cinoma will be little influenced by roentgenotherapy. 
Granulosa cell tumors and dysgerminomas are radio- 
sensitive, and there is definite evidence that in adults 
the prognosis, after removal of these tumors, is im- 
proved by roentgenotherapy. Therefore, if it has been 
necessary to remove the uterus and second ovary, or 
if the peritoneal fluid contains tumor cells, or if the 
report of the pathologist suggests a. highly malignant 
growth, roentgenotherapy should be given. If the tu- 
mor is intracapsular and the pathologic report is 
favorable, roentgen rays should be withheld. 

Girls who have had both ovaries removed or one 
removed and the other destroyed by roentgen rays 
should have the benefit of endocrine treatment at 13 
to 16 years so that they may as much as possible 
conform to the female pattern. 

—Charles Baron, M.D. 


Ovarian Tumors in Children. H. MELvIN RADMAN 
and Wiiu1aM Korman. Am. 7. Obst., 1960, 79: 989. 


A 10 YEAR sTupy of ovarian tumors in children was 
made at the Sinai Hospital of Baltimore, Maryland 
from 1947 to 1957, inclusive. A total of 27 patients 
were found to have true ovarian neoplasms. Of this 
number, 8 were cystic dermoids and 6 were solid 
teratomas, only 1 of which proved to be malignant. 
Two other solid tumors were found, 1 a fibrosarcoma, 
the other a dysgerminoma. There were 6 patients with 
papillary cystadenomas. There was 1 large follicular 
cyst, the diameter of which was 6 cm.; 1 germinal 
cyst; and 1 large corpus luteum cyst. Two patients 
had large simple serous cysts. A thorough follow-up 
of these patients revealed that all of them are living 
and well today, except the 1 with a malignant tera- 
toma. She died shortly after operation. 

While searching the charts for ovarian tumors, a 
second group of 26 children who had been operated 
upon with a diagnosis of ovarian cyst was studied. 

The treatment of ovarian tumors in children is 
necessarily a surgical one. The diagnosis is often 
clouded because of the inability to obtain a proper 
history, yet a careful examination with the use of the 
usual laboratory facilities is conducive to good results. 
While conservatism is the manner of choice when a 
lesion is benign, there is little reason to hesitate to 


perform a radical procedure once it has been deter- 
mined that a given lesion is malignant. 
—John R. Wolff, M.D. 


EXTERNAL GENITALIA 


Evaluation of Electrovaginal Potential Recordings as 
a Therapeutic Guide in Gynecologic Problems, 
Lancpon Parsons, JOANNE O. WHITTAKER, and 
Henry M. Lemon. Am. 7. Obst., 1960, 79: 736. 


THERE IS SAID TO BE a measurable change in electro- 
potential between the vaginal epithelium and the an- 
terior abdominal wall. This change was correlated 
with clinical evidence of estrogen changes such as are 
found in the normal cycle and ovulation and with the 
lack of estrogen change, as in postmenopausal women 
and those with polycystic ovaries. The change in elec- 
tropotential was also correlated with laboratory 
studies indicating estrogen change, such as the vaginal 
smear, 24 hour urinary estrogen excretion, and 24 
hour pregnanediol excretion. 

There is some evidence that electropotential 
changes may have clinical significance for those pa- 
tients with breast cancer in whom estrogen ablation is 
desired, in patients with polycystic ovaries who have 
been subjected to wedge resection, and perhaps, in in- 
fertility studies. —M. Leon Tancer, M.D. 


Genital Discharges (Flujos genitales) Fasran DurAn 
VeLasco, Primitivo Rey Rey, Enrigue SANCHEZ 
Puyana, Isaias ARENAS BUENAHORA, and Others. 
Rev. colomb. obst., 1960, 11: 61. 


PREFERRING THE TERM genital discharge to leucorrhea, 
the authors proceed to analyze 524 cases encountered 
at their hospital in Bucaramanga, Colombia. They 
considered: age of the patient; associated symptoms; 
gynecologic findings in the vulva, vagina, cervix, and 
uterus; and the nature of the discharge, as determined 
by smears and cultures. 

In the majority of cases cervicitis in various stages 
was present. There was only 1 case of carcinoma in 
situ and there were 15 cases of grade I and II carcino- 
ma of the cervix. Venereal chancre appeared in 2 
cases. The etiologic classification of this series of cases 
included the following: Trichomonas vaginalis in 
43.3 per cent, moniliasis in 8.7 per cent, nonspecific 
discharge in 41.7 per cent, Diplococcus gonorrhoeae 
in 1.3 per cent, venereal condyloma in 1.1 per cent, 
syphilitic chancre in 0.1 per cent, soft chancre in 0.1 
per cent, spirilla in 0.1 per cent, and diphtheroids in 
0.9 per cent. 

The treatment of choice for cervicitis was electro- 
coagulation with short wave apparatus, diathermo- 
coagulation, which yielded 100 per cent cures with 
repeated coagulation necessary in only 15 cases. In 
47 or 10.1 per cent of the 464 patients with cervicitis 
treated by electrocoagulation a normal pregnancy 
followed in the months after termination of treatment. 
The standard management of trichomoniasis included 
treatment of the male with“ aminitrozol’’ and mandel- 
amine. The women were treated with mandelamine, 
“nivaquine”’ and “enteriovioform,”’ as well as ‘‘ quin- 
olin,” or chloroquine and “ iodochloro-oxyquinoline.” 
Local treatment included vaginal irrigations with 
saline solution and the use of suppositories. Special 
recommendations for treatment of these conditions in 
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virgins are mentioned. Moniliasis was treated by in- 
stillations of gentian violet with iodides up to 15 drops 
twice daily and, in cases of intolerance to iodides, 
tablets of mycostatin were administered. Injections of 
vitamin B were administered intramuscularly. Local 
therapy included nightly irrigations with saline solu- 
tion, gentian violet, 1 per cent, and mycostatin. “Tri- 
cainal” was found useful in patients with severe itch- 
ing. —Edith Schanche Moore 


Furacin (Nitrofurazone) Vaginal Suppositories in 
Operative Gynecology. Hucn Gavin Grimes and 
CiypE J. GEIGER. Am. 7. Obst., 1960, 79: 441. 


Tus srupy was undertaken to determine the value of 
the use of furacin (nitrofurazone) vaginal supposito- 
ries after gynecologic operations and the subjective and 
objective local effects. 

This study includes 137 unselected patients treated 
by various gynecologic surgical procedures ranging 
from hysterectomies to simple colporrhaphy and col- 
poperineorrhaphy performed at St. Joseph Hospital, 
Chicago, Illinois during an 18 month period ending 
1 July 1957. All hysterectomies performed were total. 

The study was divided into 3 groups. In a control 
group, preoperative studies included a smear and bac- 
teriologic culture of the posterior forniceal secretions. 
Operative preparation consisted of thorough cleans- 
ing of the perineum and vagina with soap and water, 
without any specific antiseptics. This group included 
49 cases. 

In members of the first treated group, a furacin 
suppository was inserted 14 to 16 hours preoperative- 
ly. A single suppository was inserted postoperatively 
each morning, beginning on the first postoperative 
day and continuing for 5 days. Included here are 35 
patients. 

In a later treated group, a single furacin supposi- 
tory was administered preoperatively. Postoperative- 
ly, this agent was used twice daily. Operation was 
identical. The total number in this group was 53. 

The corrected morbidity in the later treated group 
was 7 per cent. 

The authors believe that the corrected morbidity 
was reduced by the use of furacin vaginal supposi- 
tories and that they obtained satisfactory late healing. 
Few subjective complaints referable to odor and 
amount of discharge postoperatively were noted, par- 
alleling the diminished incidence of unsatisfactory 
late healing in treated patients. 

— Byford F. Heskett, M.D. 


Vaginal Prolapse Following Hysterectomy. RicHARD 
E. Symmonps and JosepH Hype Pratt. Am. 7. Obst., 
1960, 79: 899. 


THE RESULTS of operations performed at the Mayo 
Clinic for posthysterectomy vaginal prolapse on 69 
patients are reviewed. On follow-up examination 1 to 
10 years or more after operation it was found that in 
52 patients satisfactory support had been obtained 
and that in 11 it was unsatisfactory. Six patients could 
not be traced. 

_ The repair was attempted abdominally in 15 pa- 
tients. In 10 of the 11 patients in whom the primary 
abdominal approach was utilized successfully, it was 
necessary also to repair the vaginal walls from below 


or to support the vault with a fascial sling to ensure a 
satisfactory result. 

The repair of the vault was attempted vaginally in 
54 patients; 6 were untraced but 41, 85.4 per cent, of 
the 48 traced patients had a satisfactory result. 

Among the patients in whom the vagina was pre- 
served and who have attempted to have coitus, 
vaginal function was satisfactory in 9 of 13 treated 
abdominally, although 2 of the 9 have recurrent 
prolapse, and in 12 of 21 treated vaginally. 

A technique for vaginal repair of vault prolapse is 
presented. 


Carcinoma of the Vulva. STANLEY Way. Am. 7. Obst., 
1960, 79: 692, 


THE PREFERRED TREATMENT for vulvar cancer is wide 
vulval excision and bilateral superficial and deep 
lymph node dissection. The author describes the 
technique he uses today and presents the reasons for 
its evolution. 

From 1949 to 1954, 96 patients with vulvar cancer 
were seen and 81 per cent were subjected to the com- 
plete operation. The absolute 5 year survival was 47 
(49 per cent). Forty-five patients (61 per cent) had 
node involvement and among these the operative 
mortality was 33 per cent and the 5 year survival rate 
was 42 per cent. Deep nodes were involved in only 8 
patients of whom 3 were alive and well after 5 years. 

—M. Leon Tancer, M.D. 


Pregnancy After Radical Vulvectomy for Carcinoma 
of the Vulva. ArtHur A. GEMMELL and Macnus 
Haines. 7. Obst. Gyn. Brit. Empire, 1960, 67: 199. 


PREGNANCY after a radical operation for carcinoma of 
the vulva is rare. This disease usually occurs in the 
older age groups, especially in postmenopausal wom- 
en, and, since the operation is associated with con- 
traction of the vaginal orifice, coitus is practically 
impossible. 

Case histories of 10 patients are presented. These 
patients have had one or more pregnancies after vul- 
vectomy for carcinoma of the vulva. In 9 the opera- 
tion was radical and in 1 it was extensive and per- 
formed during pregnancy. No lymphatic spread was 
found on histologic examination in any of the pa- 
tients. Of the 9 patients who were not pregnant at the 
time of the vulvectomy, 4 had normal deliveries and 5 
had cesarean sections. 

Delivery was by cesarean section because of the ex- 
tent of the scarring in only 2 patients. In 2 others 
toxemia was the chief indication. 

In the patient whose vulvectomy was performed 
during pregnancy, a cesarean section was undertaken 
because of accidental hemorrhage. 

All 10 patients have survived from 5 to 14 years. 

—Harry Fields, M.D. 


PREGNANCY AND COMPLICATIONS 


Fetal Erythrocytes Present in the Maternal Circula- 
tion Before and After Delivery. Takemitsu Hosot, 
Isao Matsupa, Nait6, and Sanz6 Surmizu. 
Yokohama M. Bull., 1959, 10: 275. 


Firty-FIVE maternal blood specimens were studied for 
the presence of fetal red cells by means of a serologic 
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method previously reported. In 23 cases, fetal red 
cells were detected both before and after delivery, and 
in another 9 cases it was revealed that fetal red cells 
were transferred into the maternal circulation during 
labor or delivery. In the remaining specimens, no fetal 
cells were found either before or after delivery. 

One of the authors, in a previous publication, 
demonstrated directly the presence of fetal red cells in 
the circulating blood of 18 of 47 mothers, using a 
method capable of detecting 0.01 per cent of fetal 
blood in maternal blood. If the total amount of the 
mother’s blood is assumed to be 5,000 ml., 0.5 ml. or 
more of fetal blood which has been transferred 
through the placental barrier into the maternal circu- 
lation may be detected by using 5 ml. of the mother’s 
blood. — Thomas W. McElin, M.D. 


An Automatic Exposure Device for Obstetric Roent- 
gen Diagnosis (Die Belichtungsautomatik in der 
geburtshilflichen Roentgendiagnostik ). RotF FRiscu- 
KORN. Geburtsh. G Frauenh., 1960, 20: 355. 


SEVERAL new technical devices have been put into use 
in recent years to decrease the amount of radiation 
necessary to produce adequate information. This is 
particularly true in obstetric roentgen diagnosis, in 
which significant radiation levels to maternal and 
fetal gonads might be reached. These methods include 
added aluminum filters, high voltage exposure, more 
sensitive film, underexposure, and gridless exposure 
with consequent increase of contrast in the photo 
laboratory. Many of these techniques are time con- 
suming or expensive or are defeated by the tricky tech- 
nique of obstetric exposure. 

An automatic exposure device now in use at the 
University Women’s Clinic, Goettingen, Germany, is 
described. Most of the article is concerned with the 
technique of masking and exposure with a fixed colli- 
mator. There is no description of the ionization cham- 
ber and its location during exposure. 

—W. Dieter Bergman, M.D. 


Twin Pregnancy and Birth. Cart-OLor DANIELSON. 
Acta obst. gyn. scand., 1960, 39: 63. 


AN ANALYsIs is presented of 1,106 twin births at the 
Karolinska Sjukhuset and Allmanna Barnbordshuset 
in Stockholm, Sweden. 

Comparison with ordinary obstetric series revealed 
no difference in age distribution or parity. The prin- 
cipal complication of twin pregnancy was toxemia 
in 25 per cent of the patients—37 per cent of the primi- 
paras and 17 per cent of the multiparas. 

Three per cent of the patients had hydramnios. 

Thirty-four per cent were delivered before the 
thirty-seventh week of pregnancy and only 5 per cent 
after estimated term. In spontaneous delivery of twins 
the average duration of labor did not exceed that in 
single births. In 57 per cent of the cases labor was 
initiated by escape of fluid. 

Uterine inertia occurred in a large number of cases, 
and the percentage of operative deliveries was higher 
than that in ordinary series. The first twin was deliv- 
ered spontaneously in 88 per cent of the total series, 
and the second in 68 per cent. 

The perinatal infant mortality was 12 per cent, 10 
per cent of first and 14 per cent of second twins. Pre- 


maturity was the commonest cause of death. Eighty- 
two per cent of the infants that died weighed less than 
2,500 gm. at birth. 

There was no significant difference in the progno- 
sis for second twins delivered spontaneously and for 
those delivered operatively. It is suggested that the 
obstetrician should wait not longer than 2 hours after 
delivery of a first twin before delivering the second 
one operatively. 

In the placental stage of labor manual removal was 
required in 6 per cent of the cases. Forty per cent had 
hemorrhage exceeding 500 c.c. 

The maternal mortality was 0.6 per cent. Three 
patients died from toxemia, 2 from pulmonary em- 
bolism, and 1 from hemorrhagic shock. 

—Alan Rubin, M.D, 


The Elderly Primigravida. Joun F. O’Sutuivan. 7. 
Obst. Gyn. Brit. Empire, 1960, 67: 265. 


THE AUTHOR defines an elderly primigravida as a 
woman past 35 who is pregnant for the first time. 
The case histories of 627 elderly primigravidas ad- 
mitted to the Royal Maternity Hospital, Belfast, Ire- 
land in the 10 year period 1947 to 1956 were re- 
viewed. In this period, 18,312 patients were admitted 
to the hospital, the incidence of elderly primigravidas 
being 3.3 per cent. Of the 627 elderly primigravidas, 
99 had emergency admissions which included 32 with 
abortions. Thus, 595 patients were delivered in the 
hospital after the twenty-eighth week of pregnancy. 
There were 15 sets of twins and 1 set of triplets, giving 
a total of 612 infants. One hundred and twenty-nine 
patients, 21.7 per cent, were more than 40 years old; 
the oldest patient was 48 years of age. 

Pre-eclamptic toxemia and hypertension were 
present in 217 cases, an incidence of 36.5 per cent. 
Since many patients were not seen until late in preg- 
nancy, it is difficult to differentiate between pre- 
eclamptic toxemia and hypertension with or without 
superimposed toxemia. Operative delivery was per- 
formed in 60.5 per cent (forceps 236 cases, 39.6 per 
cent; cesarean section 124 cases, 20.9 per cent). The 
cesarean section rate was 8 per cent. Labor itself 
tended to be somewhat prolonged. Fetal abnormali- 
ties were not common. Of the 612 infants delivered, 
there were 39 stillbirths and 20 neonatal deaths. This 
is an uncorrected stillbirth rate of 6.4 per cent and 
a neonatal death rate of 3.3 per cent. The over-all 
uncorrected hospital figures are 5 per cent and 2.7 
per cent, respectively. 

The author believes that the average elderly primi- 
gravida can be assured that a normal pregnancy is to 
be expected and that her infant will be normal. She 
will, however, require closer supervision than a 
younger patient. Since there is a high operative de- 
livery rate with this group of patients, she should be 
hospitalized for delivery. — Warren R. Lang, M.D. 


Fertility After Conservative Surgery in Tubal Preg- 
nancy. LENNART PLOMAN and FINN WICKSELL. Acta 
obst. gyn. scand., 1960, 39: 143. 


In THE YEARS 1944 to 1955, 194 patients with tubal 
pregnancy were operated upon in the Women’s De- 
partment of the University of Lund, Sweden. The 
surgical technique was conservative whenever p0s- 
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sible. The mortality rate was zero. Subsequent fer- 
tility was studied by a follow-up of 99 per cent of the 
patients. 

The gross postoperative fertility was 48 per cent 
and the corrected postoperative fertility 62 per cent. 
Sterilized and voluntarily sterile patients are not in- 
cluded. Three-fourths of the women who became 
pregnant produced living children. The rate of recur- 
rence of tubal pregnancy was 8 per cent. 

Resection of the tube was followed by gestation in 
51 per cent. After unilateral salpingectomy pregnancy 
occurred in 38 per cent. Corrected fertility was the 
same if part or the whole of one oviduct was sacrificed, 
57 per cent. Conservative surgical treatment is fol- 
lowed by a higher incidence of recurrence. 

A case of four tubal pregnancies is reported. 

Total saving of the affected oviduct is recommended 
as the preferable surgical procedure in tubal preg- 
nancy when postoperative fertility is desired. If this 
is not possible and the contralateral adnexa seem 
normal, tubal resection has no advantage over sal- 
pingectomy. — John R. Wolff, M.D. 


Unexplained Vaginal Bleeding During Pregnancy. 
Gorpon Watkins Douctas, Atvin C. WESELEY, and 
EucEnE N. ScHwARTzMAN. Am. F. Obst., 1960, 79: 665. 


THE TERM “unexplained vaginal bleeding” is used to 
describe slight to moderate degrees of bleeding of 
uterine origin and unknown cause. This article is con- 
cerned with two aspects of the problem: first, the 
significance of this type of bleeding with regard to the 
outcome of the pregnancy, and second, a preliminary 
report on the management of these patients with 
norethynodrel. 

Among the 13,986 patients delivered during this 
interval, unexplained vaginal bleeding occurred in 
606, or 4.3 per cent. Unexplained bleeding during the 
middle months of pregnancy has far more serious im- 
plications than does the appearance of this symptom 
in the last trimester. 

Asa primary assumption, the authors have regarded 
premature separation of the placenta, placenta previa, 
and the rupture of the marginal sinus as having one 
common feature: the source of the bleeding is the 
vascular bed of the decidua. It is reasonable to believe 
that unexplained vaginal bleeding, as it has been de- 
fined clinically, is essentially decidual hemorrhage. 
The newer progestational compounds have the out- 
standing characteristic of marked stimulation of the 
endometrial stroma to decidual response, with relative- 
ly little effect on the endometrial glands. For this study, 
norethynodrel was employed because of its lack of 
androgenic properties and other undesirable side 
effects. 

Norethynodrel, 10 mgm. daily, was given to 48 
patients who reported to the outpatient clinic with 
slight to moderate degrees of unexplained vaginal 
bleeding, as previously defined. The drug was con- 
tinued for 16 weeks, or until termination of preg- 
nancy, whichever occurred sooner. 

Bleeding ceased within 1 week in 35 patients and 
within 3 weeks in 2 additional patients. The symptom 
was controlled, therefore, in 88 per cent of the patients 
studied. Bleeding continued or recurred in 5 patients. 

—Charles Baron, M.D. 


Anesthesia for Obstetric Emergencies. WiLt1AM A. 
Cutt and Rosert A. Hinason. Clin. Obst. Gyn., 
1960, 3: 14. 

THE AUTHORS present a report which is a combination 

of the physiology, diagnosis, and treatment of some of 

the complications of pregnancy and labor and their 
ideas regarding the use of drugs for analgesia and 
anesthesia in these conditions. 

They state that, except in certain conditions such as 
prematurity and Bandl’s contraction ring, the success 
of analgesia and anesthesia in dystocia is not depend- 
ent upon drugs or techniques but rather upon the ex- 
perience and judgment of the obstetrician and anes- 
thesiologist working in close harmony. 

They state that the adequate 24 hour staffing of the 
maternity floor with competent anesthesiologists is of 
major importance. Trained physicians and proper 
psychologic control of a patient in an environment 
conducive to comfort and tranquillity with proper 
safeguards are as important as anesthetic agents and 
machines in the management of anesthesia for obstet- 
ric emergencies. —Byford F. Heskett, M.D. 


Rupture of the Uterus. Ricuarp S. MeErepiTH. Clin. 
bst. @ Gyn., 1960, 3: 45. 


RupTurRE OF THE UTERUS is a most serious and often 
tragic obstetric emergency posing a grave threat to 
both mother and child. This accident is a major cause 
of maternal mortality in spite of its infrequent oc- 
currence. 

In a 32 year period at the Woman’s Hospital Divi- 
sion of St. Luke’s Hospital, New York, New York, 
there were 36 cases in 57,167 deliveries, an incidence 
of 1 in approximately 1,588 deliveries. In this series, 5 
patients were primiparas and the remaining 31 were 
multiparas. Eight of these patients had traumatic rup- 
ture; the remaining 28 were of the silent type discov- 
ered at repeat elective cesarean section. 

The outstanding factor in the series was previous 
cesarean section. Twenty-two, or 61.1 per cent, of 
these women had been previously delivered by cesar- 
ean section. Fourteen of the operations were of the 
low flap type and 8 were classic. Previous myomec- 
tomy, also a predisposing factor, had been performed 
on 3 patients in this series. 

In general, the policy at Woman’s Hospital for 
many years has been “once a cesarean, always a ce- 
sarean,” regardless of the indications for the original 
section. This policy undoubtedly accounts for the high 
cesarean section rate at this hospital, which in recent 
years has varied between 12 and 13 per cent; but it is 
believed that quite a few ruptures of the uterus have 
thereby been avoided. 

Hysterectomy is the treatment of choice with rare 
exceptions, and whether total, complete, or supra- 
cervical hysterectomy is performed depends on the 
condition of the patient and the experience of the 
operators. —Byford F. Heskett, M.D. 


Hematoma of the Umbilical Cord (Hématome du cor- 
J. Bret and M. Barpiaux. Rev. fr. gyn. obst., 
1960, 55: 81. 


TWENTY-FIVE CASES of hematoma of the umbilical cord 
are reported together with a review of the literature 
on the subject. The purpose of this communication is 
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to add 25 new instances of this rarely reported entity 
to those previously discussed. 

The patients were observed in the maternity depart- 
ments of the Intercommunal Hospitals at Créteil and 
at Aulney-sous-Bois, France, during the past 2 years. 
The size of this material suggests that the condition 
occurs much more frequently than has been generally 
noted. 

Although little is definitely known about the patho- 
genetic factors, the authors agree with Dippel that the 
causal factors are probably multiple. To Dippel’s list 
of causal factors the authors add their own theory of a 
hemorrhagic dystrophy or diathesis existing in the 
fetus as a predisposing factor. The authors present a 
colored photographic reproduction of a male infant 
who showed not only a hematoma of the cord but also 
other signs of hemorrhagic diasthesis such as hemor- 
rhage of ancient date into the scrotum. 

The most easily understood source of the bleeding 
would be a break in continuity of the wall of the tor- 
tuous and markedly valvulated arteries of the um- 
bilical cord or of the thin-walled vein; however, this 
aperture has not been encountered and thus there 
remains the possibility of a process of diapedesis. The 
authors present one remarkable histologic reproduc- 
tion in which one of the arteries of the cord shows a 
very much thickened muscular wall on one half of its 
circumference, the other half being very much thinned, 
fibrous, and frazzled looking. In another case, there 
was evident a small area of inflammation in the wall 
of the umbilical vein, and it seemed to be at this level 
that the issuance of blood from the umbilical artery 
occurred. —John W. Brennan, M.D. 


Pregnanediol Excretion in Suspected Placental Insuf- 
ficiency. C. S. Dewuurst, and D. H. 
BuakeEy. 7. Obst. Gyn. Brit. Empire, 1960, 67: 1. 


THE stTaTE of placental insufficiency is most often seen 
in association with hypertension or toxemia of preg- 
nancy or both, but it is not an invariable complication 
of even the more severe examples, and it may occur 
in the absence of these conditions. 

A total of 58 cases in which the authors suspected 
placental insufficiency or in which they wished 
particularly to exclude it in view of some special cir- 
cumstances has been studied. Most of the patients 
suffered from hypertension or pre-eclampsia, or from 
both. Some gave a history of a stillbirth believed to 
be due to placental insufficiency in a previous preg- 
nancy. The finding of a small fetus which failed to 
grow normally as pregnancy advanced was the main 
criterion on which their clinical diagnosis of placental 
insufficiency was based. 

The authors arbitrarily divide the cases into those 
in which the pregnanediol values were generally 
within the normal range and those in which the values 
were below normal. They made a careful and detailed 
examination of all the cases in these two groups and 
were satisfied that when low values were obtained 
there was clear evidence of enough placental damage 
to affect the child, sometimes fatally. When normal 
values were obtained, with one possible exception, 
there was no such evidence. In 30 cases with low 
pregnanediol readings, there were 11 still births while 
19 babies were born alive with 2 neonatal deaths. 


Moreover, the weights of these babies and their 
placentas were below average. 

The authors’ conclusions are that when placental 
insufficiency is a possibility, either because of the 
previous obstetric history or because of the signs in 
the pregnancy under review, measurement of uri- 
nary pregnanediol is of great value in confirming the 
diagnosis. — Byford F. Heskett, M.D. 


Supine Hypotensive Syndrome of Late Pregnancy 
and Premature Separation of the Placenta. Teeak 
PyGRALA and Ka.evi PyGrRALA. Acta obst. gyn. scand., 
1960, 39: 100. 


IT Is ESTIMATED that from 11 to 14 per cent of the 
patients in late pregnancy will, when lying in the 
supine position, exhibit a syndrome consisting of 
faintness or syncope accompanied by a progressive 
fall in blood pressure. Presumably, this supine hypo- 
tensive syndrome of late pregnancy is due to com- 
pression of the inferior vena cava or iliac veins suf- 
ficient to impede venous return to the right breast and 
resulting in a diminution of the effective blood vol- 
ume. When the patient is placed on her left side, the 
pressure is released and the symptoms prompily 
disappear. 

Some investigators, notably Mengert, believe that 
this syndrome is sometimes responsible for premature 
separation of the placenta. They reason that the 
venous pressure within the uterus must rise during 
the period of compression. An elevated venous pres- 
sure could be followed by rupture of the marginal 
sinus of the placenta and, in a few cases, additional 
placental separation. Experimental evidence sub- 
stantiates this theory. Placental separation has been 
observed in dogs after vena caval ligation and in 
humans at the time of section after digital compres- 
sion of the vena cava. In addition, a few case reports 
suggest a relationship between the hypotensive syn- 
drome and placental separation. 

The authors present an additional case from the 
Maternity Hospital of Tampere, Finland, in which a 
pronounced hypotensive syndrome was followed by 
an insidious and, ultimately, severe placental separa- 
tion. The gradual development of separation was 
thought to be consistent with a marginal sinus rup- 
ture. —Lester T. Hibbard, M.D. 


Severe Abruptio Placentae. James HENRY FERGUSON. 
Clin. Obst. & Gyn., 1960, 3: 68. 


THE AUTHOR REPORTS 113 cases of abruptio placentae 
which occurred in 3.5 years at the University of 
Miami, Coral Gables, Florida. 

Of these patients, 76 per cent revealed, in addition 
to vaginal bleeding, abnormal uterine pain, uterine 
tenderness, a tetanically contracted uterus, or a uterus 
that failed to relax well between contractions. In ad- 
dition, 18 per cent had concealed bleeding with no 
evidence of vaginal bleeding. 

Twenty-three per cent of the patients had hypo- 
fibrinogenemia. The author asserts that any patient 
with abruption should be tested by clot observation, 
qualitative fibrinogen determination (fibrindex), and 
observations for hemorrhagic diathesis. 

The author believes that blood replacement and 
early termination of the pregnancy are the keys to 
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proper therapy. If vaginal delivery is not anticipated 
within 1 hour and the baby is alive, abdominal de- 
livery is performed. On occasion, abdominal delivery 
has been carried out for maternal safety even when 
the fetus has been dead. 

Hysterectomy was performed only when uncon- 
trolled uterine hypotonia and bleeding were present 
after delivery. —M. Leon Tancer, M.D. 


Volvulus Associated with Pregnancy. Harry ZILLIA- 
cus. Acta obst. gyn. scand., 1960, 39: 106. 


ALTHOUGH RARE, volvulus of an intestinal loop is an 
insidious and dangerous complication of pregnancy. 
About 25 per cent of the cases of intestinal obstruction 
in pregnancy are due to volvulus. Most commonly, 
the sigmoid colon is involved. In most instances, the 
cause of the volvulus is obscure. At times, genito- 
intestinal adhesions or an abnormally long mesocolon 
can be observed. Since the majority of patients are 
multiparas, a lax abdominal wall may be a factor. 

Pregnancy makes the diagnosis of volvulus more 
difficult. Usually, gestation is well advanced, and the 
large uterus obscures the abdominal findings. In addi- 
tion, there is likelihood of confusing volvulus with 
some of the complications of pregnancy, particularly 
abruptio placentae. 

The author describes a patient with volvulus treated 
at the University Central Hospital, Helsinki, Finland. 
Since the patient had severe abdominal pain, shock, 
and an altered fetal heart tone, a diagnosis of con- 
cealed abruptio placentae was made and early sur- 
gery was scheduled. Spontaneous untwisting of the 
volvulus had occurred. 

Collected statistics indicate that the over-all mor- 
tality rate is about 30 per cent for mother and child. 
Without surgery, the mortality is 100 per cent. 

—Lester T. Hibbard, M.D. 


Poliomyelitis and Pregnancy (Poliomielitis y gesta- 

J. Pérez Souter. Acta gyn. obst. hisp. lus., 1960, 
THE AUTHOR discusses the treatment of poliomyelitis 
in pregnancy and concludes that no help is to be ex- 
pected from chemotherapy, antibiotics, or adminis- 
tration of serum or gamma globulin. It is generally 
agreed that poliomyelitis per se is not an indication 
for cesarean section. Pregnancy should therefore be 
interrupted only for obstetric indications. Patients in 
an iron lung likewise do not require cesarean delivery; 
however, in cases of bulbar respiratory paralysis the 
pregnant uterus may interfere with the respiration of 
the patient in the iron lung. Evacuation of the uterus 
in cases in which the infant is viable may thus save the 
life of both mother and infant. Another indication for 
terminating pregnancy when the fetus is viable is that 
the distended uterus interferes with movement that 
forms the basis for recovery from paralysis. 

Fetal poliomyelitis is very rare but has been re- 
ported. The disease may be transmitted during de- 
livery. It has been suggested that a virus lying dormant 
in the body may be rendered active by stress. Trans- 
placental passage of the virus has been proved. The 
rare incidence of poliomyelitis in the newborn has 
been attributed to the transmission of neutralizing 
antibodies, 


Epidemics of poliomyelitis have occurred from time 
to time in Spain and the incidence of this disease may 
be expected to rise unless campaigns urging vaccina- 
tion prove successful. The problem of vaccination of 
expectant mothers against poliomyelitis is discussed, 
as well as the role of maternal gamma globulin in the 
production of fetal immunity. 

—Edith Schanche Moore 


LABOR AND COMPLICATIONS 


Elective Induction of Labor. KENNETH R. NiswANDER, 
Rosert J. PATTERSON, and CLiypE L. RANDALL. Am. 
J. Obst., 1960, 79: 797. 

THE ELECTIVE INDUCTION OF LABOR in 1,005 consecu- 

tive cases was reviewed at the Buffalo Children’s 

Hospital and the Buffalo General Hospital, Buffalo, 

New York between 1 January 1955 and 1 October 

1956 in an attempt to appraise the safety of this pro- 

cedure. The incidence was 21.9 per cent in the first 

hospital and 12.3 at the general hospital. One 
hundred and ninety-three patients were primiparous 
and 812 were multiparous. 

No uniform method of induction was practiced, 
although 849 inductions were by a combination of 
artificial rupture of the membranes and pitocin; 32 
labors were induced by artificial rupture of the mem- 
branes only; and 124 others were started with pitocin 
only. 

Artificial rupture of the membranes without en- 
gagement of the presenting part is likely to result in 
an increased fetal mortality, occasionally because of 
prolapse of the cord, and, not infrequently, because of 
immaturity of the fetus. 

The relative safety of a trial of induction by pitocin 
infusion alone, without artificial rupture of the mem- 
branes, seems to permit its use as a likely means of 
recognizing the pregnancy not really at term nor ripe 
for elective induction. —Charles Baron, M.D. 


Elective Induction of Labor with Oxytocin and Am- 
niotomy. GEORGE SCHAEFER. Obst. Gyn., 1960, 15: 
465. 


A RECENT SUPPLEMENT to the practice of obstetrics has 
been the elective induction of labor. This report deals 
with the induction of labor in 277 of 1,000 consecu- 
tive patients at term in the author’s private practice. 
All of the electively induced patients were delivered 
of live infants who appeared normal. These patients 
had a shorter labor, a lower incidence of operative 
deliveries, less postpartum hemorrhage, and fewer 
prolonged labors than those with spontaneous onset 
of labor. If careful selection of patients and intelligent 
management are practiced, the danger from elective 
induction should approach zero. 

The hazards of artificial rupture of the membranes 
alone and oxytocin induction alone are not cumula- 
tive when these procedures are performed together. 
Prolapse of the cord can frequently be avoided if 
oxytocin is started before the membranes are rup- 
tured, so that the vertex can become well engaged in 
the pelvis when the membranes are ruptured arti- 
ficially. There is little advantage to elective induction 
of the primigravida, according to the author. The 
two bottle technique of oxytocin administration in 
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which the rate of flow can be controlled or stopped is 
an important factor in safe induction. The constant 
attendance of the obstetrician while oxytocin is being 
infused is imperative. In this series there was no case 
of failure of onset of labor, prolonged labor, amnioni- 
tis, prolapse of the cord, postpartum hemorrhage, or 
rupture of the uterus. The alleged dangers of pre- 
cipitate labor, said to result when both amniotomy 
and oxytocin are employed for induction, are not 
impressive. Elective induction has a place in selected 
cases. Its widespread or promiscuous use is not 
recommended. —Harry Fields, M.D. 


Complications of Elective Induction. Harry FiE.ps. 
Obst. Gyn., 1960, 15: 476. 


From JANuARY 1950 through December 1958, elec- 
tive induction of labor was performed 3,324 times at 
the Hospital of the University of Pennsylvania, Phila- 
delphia, Pennsylvania. The technique of these induc- 
tions included intravenous oxytocin and amniotomy. 
During the performance of these inductions definite 
hazards and complications were encountered. The 
complications include spasm of the uterus, fetal dis- 
tress, postpartum hemorrhage, prolapsed cord, pre- 
mature separation of the placenta, and the delivery of 
infants weighing less than 2,500 gm. 

A study of these complications made it clear that 
many could be prevented by better selection of candi- 
dates, detailed knowledge of the procedure, and con- 
stant, experienced care during induction. The statis- 
tics were broken down into three 3 year periods and 
the results were compared. 

Precautions are recommended that may reduce the 
incidence of these complications. These precautions 
include the proper selection of the candidate for in- 
duction, continuous observation during labor and 
while the oxytocin is running, care in the technique of 
amniotomy, and the continuation of oxytocin 
throughout delivery and the fourth stage. To prevent 
the delivery of small infants it is suggested that when- 
ever the size of the infant is questionable, elective in- 
duction of labor be delayed. Some complications are 
inevitable. These will occur in spontaneous labor, and 
prompt recognition and decisive management uni- 
formly prevents disaster. 


Effect of the Relaxing Hormone on the Laborin 
Human Uterus. G. SLATE and F. 
MEncERT. Obst. Gyn., 1960, 15: 409. 


A 21 MONTH sTUDy involving the treatment of 2,000 
laboring women alternately with relaxin and vehicle 
and vehicle alone, was undertaken by the Department 
of Obstetrics and Gynecology of the University of 
Illinois, Chicago, Illinois. It was thought that if relaxin 
had any effect on the laboring human uterus, either to 
augment or diminish its force, such effect would be 
evident in the project outlined. Intramuscular injec- 
tions were begun when the patient experienced regular 
contractions and the cervix became at least 3 cm. di- 
lated. Injections were continued throughout labor or 
to a total of 3 doses at hourly intervals. Immediately 
after delivery, 604 possible observations were recorded 
by the accoucheur on a special code sheet. 

Every item of possible contrast between the 2 series 
was carefully analyzed and no significant difference 


was found in any area. For example, the average length 
of labor was virtually identical. 

Since no significant differences were found, it was 
unnecessary to break the code which identified whether 
the patient received relaxin or vehicle alone. Relaxin, 
as furnished to these investigators and utilized in 1,000 
laboring women, in no way affected their labors as 
contrasted with 1,000 laboring women in a similar 
group serving as controls. 

— Thomas W. McElin, M.D. 


Surgical Induction of Labor in the Management of 
Contracted Pelvis. Matcotm D. Biack. 7. Obst. Gyn, 
Brit. Empire, 1960, 67: 234. 


THE RESULTS of management of contracted pelvis by 
surgical induction are presented. Premature induction 
of labor for contracted pelvis is an early method of 
treatment used in the precesarean section era. 

During a 5 year period of study, 618 women with 
contracted pelvis were delivered, and of these, 337 
were treated by surgical induction and 281 were al- 
lowed to go into labor normally or were treated by 
elective cesarean section. The technique of induction 
was as follows: The membranes were ruptured irre- 
spective of the condition of the cervix provided the 
following criteria were satisfied, namely—there was 
no obvious disproportion; the child was considered to 
be of a reasonable size; the vertex was presenting or 
external version was successful in a breech presenta- 
tion; the patient was not an elderly primigravida; 
fertility was satisfactory; and cesarean section had not 
been performed on more than one occasion previously. 
The forewaters were ruptured, although at the begin- 
ning of this survey, hindwater rupture was the usual 
procedure. 

There was no case of serious infection in either 
group studied. The corrected fetal loss for the group of 
patients with induced labor was 2.7 per cent. In the 
patients whose labor was not induced, the corrected 
fetal loss was 2.9 per cent. In the induced group, 11.3 
per cent required cesarean section whereas 31.1 per 
cent of the noninduced group who were allowed to 
go into labor required cesarean section. 

The author concluded that the surgical induction 
of labor as a management of contracted pelvis is safe 
for the mother and the child and that this method 
merits a wider trial. —Harry Fields, M.D. 


The Midforceps Operation. R. F. Kirk, B. A. Krum- 
HoLz, and D. A. CaLLacan. Obst. Gyn., 1960, 15: 447. 


THE AUTHORS ANALYZED 6,043 deliveries in which 
their midforceps incidence was 4.2 per cent and their 
incidence of cesarean section was 2.8 per cent. Cor- 
rected fetal mortality in the midforceps operation was 
zero. The over-all incidence of maternal complications 
associated with the midforceps operation was about 30 
per cent, but most of these were of minor importance 
and seemed related to complicated labors, rather than 
to the method of delivery. , 

The authors believe that midforceps operation is 
more commonly associated with lower pelvic contrac- 
tion, whereas cesarean section is more likely to be 
chosen for upper pelvic contraction. 

Correction of uterine inertia by intravenous pitocin 
did not obviate the need for midforceps operations in 


Br 
| 
ok 
! 


e length 


» it was 
whether 
Xelaxin, 
in 1,000 
bors as 
similar 


M.D. 


nent of 
bst. Gyn, 


by 
luction 
‘hod of 


n with 
ere al- 
ted by 
uction 
d irre- 
ed the 
was 
red to 
ing or 
senta- 
avida; 
ad not 
ously, 
Degin- 
usual 


either 
up of 
n the 
ected 
11.3 


ed to 


SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 269 


the authors’ hands. Increased fetal weight and nulli- 
parity were associated with an increased midforceps 
incidence. 

There was no increased perinatal mortality or mor- 
bidity associated with the midforceps operations in 
their study. The authors conclude with the statement 
that the midforceps operation is not outdated and 
unquestionably has a place in modern obstetrics. 

— Thomas W. McElin, M.D. 


The Vacuum Extractor (Erfahrungen mit dem Va- 
kuumextraktor nach Malmstroem bei 264 Faellen). 
E. Hocuutr and A. Stécxu1. Geburtsh. G Frauenh., 
1960, 20: 346. 


MALMSTROEM’s vacuum extractor has stimulated wide 
interest in Europe since its introduction in the Scandi- 
navian medical literature in 1954 and has found a 
great degree of acceptance in France, where it is 
recommended by Pigeaud of Lyon to shorten the 
second stage of labor routinely, and in Brussels, Bel- 
gium, where Rosa recommends it to replace the for- 
ceps routinely in most cases. 

The authors have used this instrument at the 
Women’s Clinic at St. Gallen, Switzerland in 264 
cases during the past 3 years, and the incidence of 
forceps deliveries was cut in half during that period. 
This incidence is now 2.5 per cent. A forceps applica- 
tion after attempted extraction became necessary in 
over 1 per cent of the patients. Cesarean sections are 
now twice as frequent as forceps deliveries, about 4 
per cent of deliveries, and instrument deliveries are 
now occurring in 13.2 per cent of the patients. The 
vacuum extractor seems to fill a place between forceps 
and spontaneous delivery and would replace the 
Kristeller maneuver. 

The indication for vacuum extraction was arrested 
labor and inertia in 55 per cent; fetal asphyxia in 31 
per cent; maternal disease—toxemia, tuberculosis, 
and heart disease—in 9 per cent; and previous cesar- 
ean section in 3.5 per cent, 10 cases, in order to avoid 
uterine rupture. The instrument should be especially 
useful when traction is required in incomplate dilata- 
tion of the cervix, for example in prolapsed cord, 
marginal placenta previa, maternal complications re- 
quiring rapid delivery, and second twins. The trac- 
tion should generally be synchronized with labor 
pains, and other means of delivery are usually sought 
when 10 to 15 tractions are not successful. 

There were 3 fetal deaths in this series, 2 of which 
might conceivably be connected with the method, and 
4 children had neurologic symptoms. Cephalhema- 
toma occurred in 6 per cent of the infants. Pudendal 
block is advisable before application of the extractor. 

—W. Dieter Bergman, M.D. 


Causes of Fetal Head Moulding in Labor. LENNART 
LinvGREN. Acta obst. gyn. scand., 1960, 39: 46. 


‘THIRTY-SIX PATIENTS IN LABOR, 12 with normal con- 
tractions, 10 with spasm in the lower uterine segment, 
8 with uterine fibrillation, and 6 with hypotonic iner- 
tia, were investigated by intrauterine tocography to 
find the causes of the moulding of the fetal head dur- 
ing the first stage of labor. Recordings were made of 
1,757 contractions. The amniotic pressure, the am- 
nlotic tone, and the pressures at the largest circum- 


ference of the fetal head and 3 cm. below that circum- 
ference were measured together with the frequency of 
the contractions and the rate of cervical dilatation. 

The pressure at the largest circumference of the 
fetal head, both during and between the contractions, 
is higher than the corresponding amniotic pressure 
and the amniotic tone as well as the corresponding 
pressure below the maximum circumference. 

The greater deformation of the fetal head during 
the first stage of labor with hypertonic inertia is due to 
the higher tone at the largest circumference of the 
fetal head, whereas the diminished moulding with 
hypotonic inertia is accounted for by low tone at this 
circumference. 

The corresponding pressures during the second 
stage of labor showed that the high pressure on the 
fetal head acts below the largest circumference of the 
fetal head, the circumferentia occipitobregmatica. 
This pressure counteracts the pressure during the first 
stage and explains the observation by Borell and 
Fernstrom that the deformation of the fetal head 
diminishes during the second stage of labor. 

—Alan Rubin, M.D. 


Fetal Death During Labor. C. A. STERN. Obst. Gyn., 
1960, 15: 457. 


THE NuMBER of infants who die during labor is an 
index of the quality of obstetric practice. Most of the 
recent decline in perinatal deaths has been due to a 
decrease in the number of infants dying during labor. 
This study is based on the intrauterine death of 57 
fetuses of 1,000 gm. or over occurring during 12,473 
births from 1950 through 1958. Death occurred in 
12.3 per cent before the onset of active labor but after 
the patient was admitted to the labor room. In 66.7 
per cent death occurred after dilatation was com- 
plete; 22.8 per cent occurred during active labor 
before complete cervical dilatation. 

There was recorded evidence of fetal distress in 35.1 
per cent of the patients studied. In most deliveries, 
fetal heart tones were recorded at 2 hour intervals 
during the first stage of labor. After the patient was 
taken into the delivery room, fetal heart tones were 
seldom recorded on the clinical charts. Twenty-seven 
of the 57 intrapartal deaths occurred from 1 to 4 
hours after the last recorded observation of fetal heart 
tones. In this study, 73.5 per cent of the deaths were 
considered preventable. Of these preventable deaths, 
97 per cent were due to anoxia and birth trauma. 
Closer attention and awareness of the signs of fetal 
distress, even in the absence of an obvious cause, and 
good judgment in the selection of the time and type 
of interference in a difficult or abnormal labor should 
reduce the number of infant deaths during labor. 

—RHarry Fields, M.D. 


Uterine Rupture (La rotura uterina en el instituto de 
maternidad del hospital Rawson). EpuARDo M. Ba.p1 
and Ricarpo V. GAvENsky. Obst. gyn. lat. amer., 1959, 
17: 426. 


A COMPARATIVE sTupy of the incidence of rupture of 
the uterus in two successive 10 year periods was made 
by the authors. In the first period, 1934 to 1945, there 
were 27 cases of rupture of the uterus in 30,051 de- 
liveries or 0.089 per cent. In the subsequent period, 
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1946 to 1957, there were 11 cases in 20,872 deliveries 
or 0.032 per cent. 

In the global study, among the main causes of 
rupture were tetanic contraction, internal version, 
abnormal presentation, and narrow pelvis. 

There were 19 cases of spontaneous rupture and 19 
cases of traumatic rupture. The latter were due 
mainly to obstetric manipulation. 

Rupture occurred in 34 patients during delivery 
and in 4 patients during pregnancy. Three of the lat- 
ter 4 occurred in patients who had had previous ce- 
sarean section. 

Maternal death occurred in 20 instances. There 
were 27 cases of fetal death. 

Most of the patients were treated by laparotomy 
and hysterectomy. Suture of the rupture through the 
vaginal route was used in a few cases in which the rup- 
ture was small, extraperitoneal, and localized in the 
inferior segment in patients whose general condition 
was good and in whom there was minimal bleeding. 

The decreased incidence of uterine rupture might 
be attributed to a better knowledge of the physiology 
of delivery, better education of the lay population re- 
garding the fundamentals of obstetrics, prenatal care, 
careful use of oxytocics, and a more generalized use of 
cesarean section. — Mansur Taufic. M.D. 


Intractable Uterine Hemorrhage Due to Abnormal 
Subendometrial Blood Vessels After Childbirth 
and Miscarriage. R. Satm and P. N. Simons. Brit. 
M. 7., 1960, 1: 1534. 


Two cases of severe and intractable menorrhagia in 
young women are presented which clinically were 
considered to be functional in origin, as no organic 
cause was clinically demonstrable. Both patients were 
finally subjected to the drastic procedure of hysterec- 
tomy, as every conservative measure taken had failed 
to stop the recurrent severe uterine hemorrhages. 
Detailed examination of the operative specimens re- 
vealed the presence of large, thick walled subendo- 
metrial blood vessels which were interpreted as being 
normal radial myometrial vessels, probably arteries, 
which had originally supplied the placental site, had 
increased in caliber during pregnancy, but had failed 
to involute during the puerperium. Erosion of these 
vessels during menstruation the authors regard as the 
cause of the exceptionally severe and recurrent menor- 
riagia—a cause which, to their knowledge, has not 
been recorded previously.—Byford F. Heskett, M.D. 


NEWBORN 


Brain Disease in Stillborn Infants and Neonates. 
PeTer E, Syivester. 7. Obst. Gyn. Brit. Empire, 1960, 
67: 219. 

Derauts of the findings of the autopsies in 101 still- 

born and neonatal infants are described. 

Disease in the nervous system was found to occur 
in 61.3 per cent. In 43.7 per cent there were hemor- 
rhages involving the nervous system and in 10 per cent 
there were congenital malformations. 

An attempt was made to correlate the pathologic 
findings with the clinical data. There was a high 
incidence of breech presentations associated with in- 
fants who had hemorrhages, approximately ten times 


the incidence found in all deliveries. The incidence of 
instrumental deliveries was also increased. 

There was significant smallness of the placenta 
(placental weight/body weight) between mature in- 
fants with fetal distress, assessed by meconium in the 
liquor, and those without. A similar significance was 
not found among premature babies under similar 
circumstances. 

It was not possible in this series to correlate small- 
ness of placenta with the incidence of anoxic types of 
hemorrhages into the nervous system. 

Maternal toxemia had no relationship to the in- 
cidence of intracranial hemorrhage. 

Antepartum bleeding had been frequent, 64.7 per 
cent, in premature infants with incomplete external 
formation of the brain. —RHarry Fields, M.D. 


The Adaptive Changes in the Immediate Postnatal 
Period, with Particular Reference to Respiration. 
PeTTER Karberc. 7. Pediat., S. Louis, 1960, 56: 585, 


AN OUTLINE of the adaptive changes in the immediate 
postnatal period with particular reference to respira- 
tion is given. At least half of the adaptive changes 
seem to begin within 1 to 2 minutes after delivery. The 
remainder progress in a decelerating fashion and con- 
tinue until the infant is some days of age. 

The key change in the respiratory adaptation to 
extrauterine life is the aeration of the lungs. Inspira- 
tion of the first breath appears to be the main con- 
tribution to the aeration of the alveoli; however, there 
are several] possible supporting mechanisms. 

—Alan Rubin, M.D. 


The Treatment of Neonatal Asphyxia (Ueber dic 
Wirksamkeit von aelteren und neuen Asphyxiebe- 
handlungsmethoden). Ericu Sauinc. Geburtsh. 
Frauenh., 1960, 20: 325. 


THE AUTHOR has used serum oxygen determinations 
as yardsticks to evaluate the effectiveness of different 
methods of fetal resuscitation. The arterial blood was 
obtained through an umbilical artery with a poly- 
ethylene catheter, and the oxygen content was meas- 
ured electrochemically. 

It was shown that artificial respiration, manual 
compression of the thorax, suction cup respiration, 
mouth-to-mouth insufflation, gastric oxygen in- 
sufflation, and peripheral stimulation were practically 
without value and rarely achieved even ventilation 
of the lungs, in the author’s opinion. The only effec- 
tive oxygenation was achieved with endotracheal in- 
tubation and tidal respiration with straight oxygen in 
an instrument designed by the author. It was used in 
233 asphyctic children, 4 per cent of all children born 
during a 3.5 year period at the Municipal Women’s 
Clinic in Berlin-Neukélln, Germany. The method was 
successful in 93.4 per cent of the cases. No mention is 
made of the possible dangers from 100 per cent oxygen 
respiration. —W. Dieter Bergman, 


Circulatory Factors in Relation to Idiopathic Re- 

iratory Distress, Hyaline Membrane Disease, in 

the Newborn. Crement A. SmitH. 7. Pediat., S. 
Louis, 1960, 56: 605. 


Evwence obtained by cardiac catheterization of the 
normal newborn infant indicates that the ductus ar- 
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teriosus might be normally patent after birth in some 
instances. There is also evidence to indicate that the 
response of the infant to hypoxia in the newborn pe- 
riod might be a fall in systemic blood pressure below 
that in the lungs, so that blood from the right side of 
the heart might temporarily revert to the fetal pattern 
and avoid the lungs by passing through both the fora- 
men ovale and the open ductus. 

Cardiac catheterization of a series of norinal in- 
fants compared with findings in those with mild and 
severe respiratory distress has indicated that with 
severe respiratory distress there have been large left- 
to-right shunts, and a much smailer shunt, or none 
at all, in infants with mild or no distress. Measure- 
ments of left auricular pressure indicated little evi- 
dence for left heart failure. However, both systemic 
and pulmonary vessel pressures were found to be low 
in practically every infant with severe respiratory 
distress. 

These results suggest that the infant in whose lungs 
the hyaline membranes are forming has begun extra- 
uterine life without a normal vasomotor response 
mechanism. Cardiac failure may then ensue as a later 
phenomenon, perhaps frequently a terminal one, but 
is not a clearly indicated or proved cause of the re- 
spiratory distress syndrome at its immediate postnatal 
beginning. —Alan Rubin, M.D. 


Idiopathic Perforation of the Stomach in the New- 
born. GeorcE D. VEerRmitya, F. A. McCue, and D. A. 
CunnincuaoM. Virginia M. Month., 1960, 87: 202. 


APPARENTLY fewer than 50 instances of this rare dis- 
ease of the newborn have been reported. Castleton 
and Hatch submitted the following criteria for the 
diagnosis of idiopathic perforation of the stomach in 
the newborn: (1) The patient must be a newborn 
infant not over a few days old; (2) there must be no 
evidence of peptic ulcer; (3) there must be no evidence 
of trauma; and (4) there must be no evidence that per- 
foration occurred as a result of intestinal obstruction, 
a vascular lesion of the stomach, or significant cerebral 
lesions. 

The condition is more common in boys than in girls, 
in a ratio of about 2.5 to 1. It is often associated with 
prematurity and other congenital defects. The authors 
report a fatal case which came under their care. They 
comment that, had the diagnosis been made earlier 
and operation performed, the outcome might have 
been different. Autopsy revealed necrosis of the entire 
greater curvature of the stomach. It appears that if 
one of these patients is operated upon, the entire 
greater curvature of the stomach should be inverted, 
even though the necrosis involves only a small area. 
This method might prevent recurrence. 

In untreated cases, the mortality is 100 per cent and 
only about one-third of the infants operated upon and 
reported to date have survived. 

— Thomas W. McElin, M.D. 


Rupture of the Bladder in the Newborn. A. Lane 
Miter, Jr., Lez SHarp, E. V. ANDERSON, and J. R. 
Emtet. 7. Urol., Balt., 1960, 83: 630. 


THE AUTHORS report a case of intraperitoneal rupture 
of the bladder without obstructive uropathy in a 36 
hour old girl. The perforation was closed, a supra- 


pubic catheter was inserted, and an uneventful re- 
covery ensued. 

It is thought that the bladder was full at the time of 
delivery and may have been under additional tension 
from the traction exerted by the large umbilical ves- 
sels found at operation. Any newborn with abdominal 
distention which cannot be explained should have 
urologic examination such as intravenous urography 
or cystography. — David Rosenbloom, M.D. 


Intra-Aortic Transfusion of Oxygenated Blood and 
Endotracheal Insufflation of Oxygen in the Resusci- 
tation of Severely Anoxic Mowbaen Lambs. Ira K. 
BRANDT, PETER CUNNINGHAM, and HeErpert S. 
HarneD, Jr. Pediatrics, 1960, 25: 859. 


Lamps were delivered by hysterotomy, their respira- 
tory passages were occluded, and their umbilical cords 
were ligated. Blood pressure in the aorta and a lead II 
electrocardiogram were continuously recorded, and 
periodic blood samples were obtained as the animals 
were allowed to become severely anoxic. 

Intra-aortic pressure transfusion of oxygenated 
blood brought about only a transient elevation of the 
ventricular rate and systolic pressure. Subsequent ap- 
plication of endotracheal insufflation of oxygen under 
pressure produced striking and more sustained im- 
provement. 

The acidosis and lactic acidemia which developed 
during the anoxic state were never fully corrected, and 
the condition of all of the animals eventually deteri- 
orated. —Alan Rubin, M.D. 


Exchange Transfusions in the Newborn Using Fresh 
Heparinized Blood (104 exsanguino-tranfusions du 
nouveau-né a laide de sang frais hépariné). M-P. 
Leroux, J. GuIMBRETIERE, and H. HaroussEau. 
Presse méd., 1960, 68: 435. 


THE AUTHORS’ PRESENT METHOD of blood replacement 
or exchange transfusion in the treatment of erythro- 
blastosis fetalis consists in the injection by the classical 
route through an umbilical catheter of a standardized 
preparation of heparin containing 25 mgm. of 
heparin per c.c. 

The estimated amount of the heparin solution is 
first injected through the catheter. 

The donor’s blood, which contains heparin in the 
amount of 1 mgm. per 40 c.c. of blood, is connected 
by a tube containing a filter to the three-way valve 
which is in turn connected to the syringe for the 
withdrawal of the patient’s blood. The time usually 
required for completion of the exchange is about 1 
hour. 

When this exchange has been terminated, the 
heparin now circulating in the patient’s blood is neu- 
tralized with protamine sulphate. 

With this method 70 patients with erythroblastosis 
fetalis have been treated by means of 104 exchange 
transfusions. In these 70 patients the Rh immuniza- 
tion was of the anti D type in 54 and of the anti A 
type in 16, and for each the proper type of fresh donor 
blood had to be selected. In these 104 exchange trans- 
fusions incidents developed in 13 instances; however 
in only 1 of these instances could the fault be imputed 
to the method. In this 1 case the incident occurred 
during the third exchange transfusion in the same pa- 
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tient; in this instance there was encountered, 6 days 
after the second exchange transfusion, a complete 
obliteration of the umbilical vein. There were no 
instances of clot formation or shock during the course 
of the intervention, nor hemorrhagic accidents or 
other type of incident during the period following the 
intervention itself. 

The authors ascribe these excellent results to the 
proper calculation of the reciprocal amounts of 
heparin and of the neutralizing protamine sulphate 
employed. — John W. Brennan, M.D. 


Neonatal Hyperbilirubinemia. ALBERT E. CLAIREAUX. 
Brit. M. 7., 1960, 1: 1528. 


THE AUTHOR STATES that it is probable that 40 per 
cent of infants have a serum bilirubin level of at least 
4 mgm. per 100 ml. during the first week of life. For 
this reason the term “‘ physiologic jaundice” has crept 
into use. This is an unfortunate description, accord- 
ing to the author, as it tends to minimize the risk to 
the patient. 

Hyperbilirubinemia can be dangerous or even 
lethal in certain patients. The danger lies in the de- 
velopment of cerebral nuclear jaundice—kernicterus. 
This may either kill the infant or leave him with 
permanently damaged areas in the brain. It must be 
stressed, therefore, that in certain circumstances jaun- 
dice in the newborn period is ‘to be regarded as 
pathologic and of serious import for the future of 
the child. Fortunately, hyperbilirubinemia of this 
magnitude is not common in the absence of an actual 
disease process such as hemolytic disease of the new- 
born. The danger is that the necessary corrective 
treatment will be instituted too late if jaundice in 
otherwise normal infants is regarded as being entirely 
physiologic. — Byford F. Heskett, M.D. 


Hyperbilirubinemia of Prematurity. Jerotp F. 
Lucey. Pediatrics, 1960, 25: 690. 


THE TERM “HYPERBILIRUBINEMIA” should be used in 
preference to “‘physiologic jaundice” when referring 
to infants with concentrations of serum bilirubin of 
over 10 to 15 mgm./100 ml. This roughly designates 
a group of infants who are potentially endangered 
and for whose jaundice some specific cause can fre- 
quently be found. 


The incidence of hyperbilirubinemia and kernic- 
terus may vary considerably from one premature 
nursery to another and within the same unit from 
time to time. This variation may be due to iatrogenic 
factors. Any premature unit encountering a high inci- 
dence of hyperbilirubinemia or kernicterus should 
carefully examine some of its routine policies. 

The only proved effective means of therapy at the 
present time is exchange transfusion. This has been 
demonstrated not to be excessively dangerous for pre- 
mature infants, and available evidence suggests that 
it is effective in preventing brain damage. A concen- 
tration of serum bilirubin between 18 and 25 
mgm./100 ml. is the main criterion for the selection of 
patients for treatment. —Alan Rubin, M.D. 


Bacillus Faecalis Alcaligenes Septicemia in the New- 
born. S. A. Doxrapis, M. Paviatou, and O. Curys- 
sostomipou. 7. Pediat., S. Louis, 1960, 56: 648. 


BACILLUS FAECALIS ALCALIGENES is a common saphro- 
phytic inhabitant of the human colon. Only rarely is 
it pathogenic to man. There are isolated reports of 
septicemia, meningitis, or both due to B. alcaligenes, 
sometimes associated with underlying gastrointestinal 
disease. It is of special interest to learn of 33 cases of 
infection among newborn infants due to B. alcaligenes 
seen in one hospital during a 4 year period. 

At the State and University Maternity Hospital 
Alexandria in Athens, Greece, B. alcaligenes was 
isolated from the blood of 16 premature and 17 ma- 
ture infants manifesting septicemia. In all cases, the 
various isolated strains of this organism proved re- 
sistant to sulfonamides and antibiotics, including 
chloramphenicol. Consequently, 20 of 33 infants died 
and hydrocephalus developed in 1 surviving infant. 

The predisposing causes of this high incidence of B. 
alcaligenes septicemia could not be accurately de- 
termined. Circumstances suggested that it was not 
due to nursery cross infection or underlying intestinal 
disease. Two infants in good condition at birth were 
found to have subarachnoid hemorrhage and 1 had 
a severe form of congenital heart disease. Eighteen in- 
fants were in poor condition at birth, showing evi- 
dence of hypoxia. Twelve remaining infants were in 
good condition at birth and later had no other illness 
unrelated to septicemia. —Lester T. Hibbard, M.D. 
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PROSTATE AND SEMINAL VESICLES 


Bilateral Orchiectomy in the Treatment of Carcino- 
ma of the Prostate. Vincent J. O’Conor and J. 
KENNETH SOKOL. Am. 7. Surg., 1960, 99: 573. 


Tue AUTHORS presented data in 1954 on 123 patients 
and are now presenting their studies on bilateral 
orchiectomy in 62 patients. In this last group, sec- 
ondary regression has occurred in 75 per cent, but 
the period of secondary regression is unpredictable. 
The authors’ experience suggests that many patients 
with carcinoma of the prostate have two distinct 
periods of clinical regression of both the primary and 
metastatic lesions. The first occurs with the adminis- 
tration of estrogens and may be brief or prolonged. 
The second occurs when orchiectomy is performed in 
an attempt to control the secondary reactivation of 
the malignant process. They believe that castration 
should be performed initially if the patient cannot 
be relied upon to take his estrogens or has trouble- 
some mastitis, or if local growth and pain is not 
significantly improved after a suitable period of 
estrogen therapy. 

Inasmuch as recent work tends to suggest that the 
subcapsular orchiectomy, as often commonly per- 
formed, may be an incomplete procedure, in that a 
high percentage of the patients subjected to the sub- 
capsular orchiectomy show Leydiglike cells in the 
tunica albuginea and surrounding areas, the authors 
suggest that total orchiectomy should be performed 
until knowledge is available of the fate of these 
extraparenchymal Leydiglike cells after subcapsular 
orchiectomy. —Robert O. Beadles, M.D. 


Late Results of Prostatectomy for Benign Prostatic 
Hyperplasia. Hans Exman. Acta chir. scand., 1959, 
Suppl. 


THE INVESTIGATION is based upon 370 prostatectomies 
performed from 1946 to 1953 at Surgical Clinic I, 
University of Géteborg, Géteborg, Sweden. In 234 
cases, retropubic prostatectomy was carried out, in 7 
cases vesicocapsular prostatectomy, and in 129 cases 
transvesical prostatectomy. The primary operative 
mortality amounted to 19 of the 370 cases, 5.1 per 
cent. A follow-up examination has been made on 302 
patients at least 9 months after prostatectomy. There 
were 6 postoperative strictures of the anterior urethra. 
The frequency of strictures in the bladder neck is, 
as pointed out, rather high. In 15 cases of 169, 9 
per cent, the diameter on micturition urethrocys- 
tography was found to be a maximum of about 4 mm. 
Recurrent prostatic hyerplasia and residual hyper- 
plastic prostatic tissue after prostatectomy is discussed; 
especially in the younger aged groups of patients with 
prostatic obstruction a prostatectomy has to be per- 
formed as completely as possible. 
_ It is pointed out how common urinary tract infec- 
tion is after prostatectomy, occurring in about 25 
to 35 per cent of cases, and that in some it remains 
many years after prostatectomy. 


In this investigation the final results after trans- 
vesical and retropubic prostatectomy have been 
subject to particular study. On the basis of the series 
reported here it is impossible to give preference to 
either method. In the present series the mortality 
rate after retropubic and transvesical prostatectomy 
lies at about 5 per cent and during recent years only 
at about 1 to 2 per cent. The late morbidity in the 
series reported here amounts to about 20 per cent. 

—Ray C. Johnston, M.D. 


PENIS 


Priapism Caused by Metastasis to the Corpora Caver- 
nosum (Les priapismes par métastase dans les corps 
caverneux). E. Truc and D. Grasset. 7. urol. méd., 
Par., 1959, 65: 792. 


A ReEviEw of the literature showed that secondary 
metastases causing priapism were most frequently from 
a primary site in the urogenital system. Of a total of 
30 observations, 74 per cent of the cases showed 
metastases from the following primary tumor sites. 
Metastasis from the kidney to the penis were rare, only 
5 cases being collected. The primary tumors most fre- 
quently found in the lower urinary tract were in 14 
cases in the bladder, in 15 cases in the prostate, and in 
5 cases in the testicle. 

Metastatic priapism, if the tumor of origin was out- 
side the urogenital tract, was more infrequent; only 
14 cases were found, or 26 per cent. 

The most frequent site of primary tumor in this 
group of patients was from the rectum—9 cases. 
Metastasis to the penis from the liver occurred in 1 
case, from the lung in 4, and in 7 cases the primary site 
was not identified. 

The authors believe that the study reveals two 
ideas that should be emphasized. First, that metastasis 
to the corpora cavernosa causing priapism occurs more 
frequently than was previously thought. Second, that 
the primary tumor in 80 per cent of the cases of 
priapism caused by metastasis to the corpora caverno- 
sum is from a site in the bladder, rectum, prostate, or 
testicle. —Conrad A. Kuehn, M.D. 


Cancer of the Penis (Il cancro dell’asta). A. Fusco, E. 
PercesePE, and S. Riccio. Rass. internaz. clin. ter., 
1960, 50: 97. 


A croup of 138 cases of penial cancer, observed at the 
Tumor Institute of Naples, Italy from 1945 to 1956 
forms the basis for this report. These cases represent 
1.5 per cent of all tumors in the male observed at the 
institute. Most of the patients were from 40 to 60 years 
of age. Predisposing conditions were phimosis, chronic 
inflammatory states, and precancerous processes such 
as acanthoma callosum, erythroplasia, leucoplakia, 
kraurosis, or Paget’s disease. Venereal disease seemed 
to be of little importance. Malignancy was highest in 
the undifferentiated, next highest in the squamous 
cell, and least in the basal cell type of cancer. The 
greatest number of cancers were of the squamous cell 
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type, next in number were the basal cell, and least 
frequent were the undifferentiated histologic types. In 
general, the progress of these neoplasms was slow. 
Metastasis by way of the lymph channels was relatively 
early; however, spread by way of the blood stream did 
not occur frequently and was not so precocious. 

In the matter of therapy the best results were ob- 
tained by surgery and in the group of patients in 
whom metastasis had not yet occurred. Of the 55 
patients without metastasis who could be followed-up 
after the treatment was completed—some for as long 
as 10 years—80 per cent are living and in good con- 
dition; in 1 of these a local metastasis has developed. 
Of the 14 patients of this nonmetastatic group who 
were treated by physiotherapeutic methods, 15 per 
cent are living and in good condition, recurrences or 
metastasis have developed in 14 per cent, and 35 per 
cent have died of their neoplastic disease. 

There were 61 patients with metastasis at the time 
of treatment; these included, of course, those with 
more advanced lesions. Of this group, 38 per cent are 
living and in good condition, in 11 per cent recur- 
rence or metastasis has developed, and 43 per cent 
have died as the result of their neoplastic disease. In 
another group of patients with metastasis, whose 
lesions were too far advanced for hope of cure with 
surgery, or who refused surgery, the treatment was pal- 
liative only (physiotherapy). In this last group, of 
course, there were no survivors. 

From the authors’ experience in this total group of 
patients, they conclude that the treatment of choice 
in this condition is surgery, and that the best results in 
penial cancer will be obtained in the early stages of 
the disease, before metastasis has developed. 

— john W. Brennan, M.D. 


SCROTUM AND TESTES 


Seminoma of the Testis. RoBERT Giss. Proc. R. Soc. M., 
Lond., 1960, 53: 235. 


THE EVOLUTION of the radiotherapy techniques used 
in carcinoma of the testis is summarized and the 
author gives a more detailed account of the technique 
using the beam from the 4 MV linear accelerator. For 


seminomas it is their present policy to treat the entire 
scrotum, the bilateral inguinal nodes, and the entire 
abdomen and pelvis with the kidneys shielded. Large 
anterior and posterior ports are used. /. dose of 3,000 
rads is given in 4 weeks. This basic plan is altered to 
meet individual variations in spread. No survival 
statistics are given. —William T. Moss, M.D. 


Tumors of the Testes (Les tumeurs du testicule). J. 
Crsert, J. Paprtton, M. DarceEnt, J.-F. Monrsar- 
on and J.-L. CHassarp. 7. urol. méd., Par., 1959, 65: 

1. 


Tuis Is a study of 140 patients treated at the Center 
for the Treatment of Cancer at Lyon, France between 
1926 and 1956. The authors divided the tumors as 
follows: seminoma, 81 cases, 58 per cent; dysembry- 
oma, 29 cases, 20 per cent; chorioepithelioma, pure or 
associated with other cell types, 7 cases, 5 per cent; 
sarcoma, 2 cases, 1.4 per cent. The histologic classifi- 
cation was not determined in 21 cases, or 15 per 
cent. 

Of the patients studied 33 had been treated else- 
where. The remaining 107 patients were treated by 
orchidectomy with high section of the cord and roent- 
genotherapy. 

Of the 107 patients not previously treated, 60 per 
cent survived for 2 years and 45 per cent for 5 years. 
Of those in group A (without clinical metastasis), 86 
per cent survived 2 years and 73.5 per cent 5 years. In 
group B (with metastasis below the diaphragm), 51 
per cent survived for 2 years and 30.7 per cent 5 years. 
In Group C (with diffuse metastases), only 1 of 12 
patients survived 2 years and none lived 5 years. It is 
interesting to note the hopeful prognosis that existed 
by uniting groups B and C (those with metastasis). 
When this was done, 43 per cent survived 2 years and 
25 per cent 5 years. 

These statistics cover the period since 1926. Up to 
1946 the treatment by roentgen rays was not as effec- 
tive as it has since become because of the use of small- 
er, ineffective doses. The superiority of the combined 
present day roentgen and surgical treatment has per- 
mitted hope for a better prognosis in this disease. 

—Conrad A. Kuehn, M.D. 
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KIDNEYS AND URETERS 


The Excretory Urogram as a Kidney Function Test. 
Cuester C. Winter. 7. Urol., Balt., 1960, 83: 313. 


THE EXCRETORY UROGRAM, usually taken after an 
intravenous injection, is often referred to as an ade- 
quate and reliable index of kidney function as judged 
by the appearance time and intensity of the contrast 
medium. In reviewing a large number of pyelograms 
correlated with the clinical findings and a variety of 
individual kidney tests in many patients, the author 
formed a contrary opinion. 

It was found in a number of instances that the 
excretory urograms did not reveal an accurate status 
of kidney function or arterial supply. The excretory 
pyelograms of diseased kidneys usually show some 
change in concentration in contrast medium, appear- 
ance of internal renal architecture, and/or size of 
renal mass, as is also the case in unilateral renal 
disease causing hypertension. However, this pyelo- 
graphic clarity does not always occur, especially if 
the pathologic lesion is in the renal artery. Other 
investigators have concluded that the excretory uro- 
gram will often be normal in spite of reduced renal 
blood flow and/or changes in the arterial structure. 

As yet there is no explanation for the rare occur- 
rence of good concentration of contrast medium in 
the kidneys followed or preceded a few days by no 
/isible concentration in otherwise unchanging circum- 
stances, known as the “disappearing pyelogram.” In 
a review of 72 pyelograms among patients in whom 
sufficient renal testing was carried out, comparison 
with the excretory urogram revealed that 23, 32 per 
cent, had urograms that did not reflect the true status 
of kidney function. —Ray CG. Johnston, M.D. 


Shell Fragment Injuries of the Kidney. James A. 
C. Tomskey. 7. Urol., Balt., 1960, 


THE VIOLENCE of modern warfare may subject partici- 
pants to injuries which manifest themselves in rather 
bizarre and curious ways. A soldier injured in 1944 
was well for 10 years, but metallic fragments that en- 
tered his left kidney at the time of injury migrated dur- 
ing this decade of seemingly good health to the renal 
pelvis. Two-thirds of the kidney was destroyed by the 
obstruction caused by the fragment at the uretero- 
= juncture. The patient recovered after nephrec- 
omy. 

_ Asimilarly unusual case was seen in a patient who 
in 1951 was hit by multiple shell fragments which re- 
sulted in a ruptured bladder as well as multiple body 
injuries. He complained thereafter of intermittent 
chronic backache and recurrent bouts of frequency of 
urination and dysuria. In 1957 he was found to have 
prostatitis and urethritis. It was demonstrated roent- 
genographically that a metallic fragment had mi- 
grated from the right kidney into the midureter and a 
ureterotomy was necessary for its extraction. 

—Peter L. Scardino, M.D. 
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The Healing of Renal Wounds—II, Surgical Repair 
of Contusions and Lacerations. Rospert L. GeErR- 
LAUGH, WILLIAM E, DEMutnH, H. Rattner, 
and Joun J. Murpny. 7. Urol., Balt., 1960, 83: 529. 


THERE Is no unanimity of opinion among urologists 
for the management of renal trauma except that 
severe or continued blood loss and perhaps extravasa- 
tion are absolute indications for surgical intervention. 
To better understand the pathologic changes in- 
volved at injury and to select the best technique for 
repair, the research team of authors subjected an 
animal’s exposed kidney to a series of injuries. One 
set of animals had no repair of the injured kidney but 
had the organ replaced in the renal fossa. It was 
found that if the capsule is not torn, the subcapsular 
hematoma is absorbed in about 4 weeks without 
parenchymal damage; but parenchyma exposed be- 
tween lacerated capsular edges should be covered by 
a rectus fascial graft if extensive damage is to be 
avoided. Microscopic examination of kidneys re- 
moved at selected intervals revealed that severe dam- 
age to the renal parenchyma occurs only in the area 
immediately adjacent to the laceration if the capsule 
remains intact. Minimal scar formation results after 
the fascial graft is applied and is permanent only in 
the area adjacent to the injury. If one pole of the 
kidney is severely damaged, transverse amputation 
is the best method of management. This technique 
utilizes the renal capsule as well as direct vessel liga- 
tion and closure of the collecting system. 
—Peter L. Scardino, M.D. 


Development of an Efficient Chemotherapy for Renal 
Tuberculosis, HALKIER and JOHANNES MEYER. 
Urologia, Treviso, 1960, 27: 45. 


A comparison of the results of several types of treat- 
ment of renal tuberculosis at the Finsen Institute of 
Copenhagen, Denmark shows that there has been a 
progressive and remarkable improvement in results 
and in prognosis. The following successful forms of 
therapy are compared: (1) prechemotherapeutic 
methods, (2) streptomycin, (3) streptomycin and 
para-aminosalicylic acid, (4) triple drug therapy of 
isoniazid, dihydrostreptomycin, and para-amino- 
salicylic acid. 

In the prechemotherapeutic era an average of 25 
per cent of all patients could be cured by a nephrec- 
tomy if they had unilateral renal tuberculosis. With 
the addition of sanatorium care, the total who recov- 
ered during this era, while not accurately known, 
probably never exceeded 40 to 45 per cent. No more 
than 20 per cent of 90 patients had “stable conver- 
sion.” A series of 132 patients were treated from 1949 to 
1954. The treatment in 1949 consisted of streptomycin 
alone. From 1950 on, however, this treatment con- 
sisted of dihydrostreptomycin and para-aminosalicylic 
acid for 6 months. Stable conversion was obtained in 
75 per cent after one course of therapy and within 6 
months. Of those who had impaired renal function, 
conversion was obtained in 41 per cent, while in pa- 
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tients with normal kidney function, a conversion rate 
of 80 per cent was found. 

The development of a resistance to a single drug 
was found in 16 per cent. It occurred less frequently if 
two drugs were used, and never occurred in the 
course of triple drug therapy. Stable conversion could 
also be obtained in patients in whose kidneys cavities 
were demonstrated by roentgenography. It is possible 
to obtain a cure in renal tuberculosis despite the per- 
sistence of a cavity. Chemotherapy did not interfere 
with normal kidney function and did not affect the 
function of an impaired kidney. 

Nephrectomy for unilateral tuberculosis is no 
longer a primary indication today. With triple drug 
therapy stable conversion of active tuberculosis can be 
obtained within a period of 6 months in 91 per cent of 
the cases. Nephrectomy is indicated in the case of a 
“putty” kidney which is badly or completely de- 
stroyed and causing fever, hematuria, and pain. 

—S. Richard Muellner, M.D. 


The Radioactive Hypaque Renogram in Acute Renal 
Obstruction. TorstEN DENNEBERG. Acta chir. scand., 
1960, 118: 231. 


IN RECENT YEARS the technique of external measure- 
ment with gammaz-sensitive scintillation detectors 
after the administration of tracer doses of I'*!-labelled 
substances has found increasingly wide use. The 
method is based on measurements made over the 
organ to be studied. This study is concerned with 
renograms of patients examined during acute ureteral 
obstruction. The results are compared with urograms 
taken immediately after the acute episode. I'*!-tagged 
hypaque was used, which has the advantage that 
unlike I'%!-tagged diodrast it is not taken up by the 
liver and is secreted only by way of the kidneys. 

In total unilateral obstruction the curve for the side 
involved will rise continuously, that is, it will not 
decline after 5 minutes. In partial obstruction the 
curve ascends for more than 5 minutes and the de- 
scending limb then falls more gradually than in the 
normal individual. In renal aplasia and so-called 
silent kidney, when the kidney can no longer take up 
isotopes, only a peripheral blood curve will be 
obtained, that is, a curve with the same elimination 
rate as that traced over the chest. The renogram with 
hypaque was found to be of particular value as a 
supplement to roentgen examination of the kidneys 
in those cases in which roentgenography cannot give 
definite information, such as in suspected obstruction 
and in roentgenologically silent kidney and, above all, 
in those cases in which excretion urography is contra- 
indicated by increased nonprotein nitrogen. 

—Ray C. Johnston, M.D. 


Surgery of the Solitary Kidney. Ropert Meyer, 
Dawson-Epwarps, and J. HARTWELL HarRRISON. 7. 
Urol., Balt., 1960, 83: 360. 


Suspicion of the presence of a solitary kidney is aroused 
when the plain film reveals an absent renal shadow 
on one side. Excretory urography shows no excretion 
of the contrast medium on one side. Cystoscopy shows 
hemiatrophy of the trigone and one ureteral orifice. 
Ureteral catheterization with instillation of contrast 
medium is necessary to confirm the diagnosis. 


If surgery is contemplated on a solitary kidney, its 
functional status must be clearly defined preopera- 
tively and renal losses of sodium and potassium must 
be carefully determined during the postoperative 
period. 

The solitary kidney is subject to the same medical 
and surgical diseases as any other, but the surgical 
considerations differ somewhat. Surgery of this 
of kidney is usually technically more difficult because 
of the increased size of the kidney and a high incidence 
of perinephritis. There is also a high incidence of 
aberrant vessels in congenital solitary kidneys. It is 
important that a minimum of mobilization be carried 
out since an anomalous or a diseased kidney may re- 
ceive a material portion of its blood supply both from 
aberrant vessels and from the perinephric tissues, 
Conservative surgery is essential in order to preserve 
the functioning nephrons. Pyelostomy is preferable to 
nephrostomy, yet nephrostomy can be established if 
a thinned out area overlying a calyx is chosen, and it is 
the procedure of choice after pyeloplasties to prevent 
additional scarring in the operative area. Drainage 
tubes should be removed as soon as practical after 
studies have been carried out to ascertain the dynam- 
ics of the emptying of the renal pelvis and ureter. A 
well organized regimen directed towards fluid and 
electrolyte replacement and correction of renal and 
extrarenal causes of renal failure is essential for the 
success of surgery on a solitary kidney. 

The authors present a summary of 13 patients with 
solitary kidneys requiring surgical treatment and dis- 
cuss the diverse problems in preoperative and post- 
operative management. —Robert O. Beadles, M.D. 


Statistical Analysis of Ureteral Calculi. Cuartes L. 
Prince and Peter L. Scaroino. 7. Urol., Balt., 1960, 
83: 561. 


IN THE SOUTHEASTERN UNITED STATES approximately 
1 of every 8 patients examined by a urologist has a 
urinary calculus of which one-half are in the ureter. 
Chemically, these ureteral calculi are calcium oxalate, 
calcium phosphate, or a mixture of the two. As has 
been true in previous studies male patients with cal- 
culi outnumbered females 2 to 1, but this ratio applied 
only to the entire group. A careful study of the age 
distribution in younger persons surprisingly indicated 
that of the patients less than 20 years of age the female 
outnumbered the male 2 to 1. In the same geograph- 
ical area in which the Negro population is 45 per cent 
of the total, only 2 per cent of the cases occurred in 
Negroes. Neither infection nor parathyroidism nor 
congenital anomalies appeared to be significant eti- 
ologic factors in these 922 consecutive cases of ureteral 
calculi. However, the temperature elevation in the 
summer months with concomitant dehydration of the 
— appeared to be an important contributing 
actor. 


Recurrent Renal Stones Treated by Plastic Opera- 
tion Utilizing Intestinal Segments (Intestinale 
Plastik beim Nierensteinrezidiv). A. P. FRUMKIN. 
Kschr. Urol., 1960, 53: 123. 


Patients who are prone to have frequent recurrences 
of large renal stones probably do so because the drain- 
age structures of the kidney have lost their tonus and, 
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consequently, their ability to drain the urine from the 
kidney properly. The author believes that the jeju- 
num, which has greater peristaltic activity than the 
ileum, makes a better conduit for the urine from the 
renal pelvis to the bladder. A portion of the jejunum 
of appropriate length is, therefore, isolated and trans- 
posed retroperitoneally. The bowel is reanastomosed 
end to end. The jejunum is then fastened to the renal 
pelvis and to the bladder in an isoperistaltic fashion. 
For this operation a long, hockey stick-shaped incision 
is made. Essentially, the principle of this procedure 
is to establish a wide anastomosis of the renal pelvis, 
the jejunum, and the bladder, so that a large caliber 
conduit is available for any stones which form to drop 
spontaneously into the bladder. Their passage is said 
to be facilitated by the active peristalsis of the jeju- 
num. Seven patients were treated in this manner. 
Two died postoperatively. 
—S§. Richard Muellner, M.D. 


Comparison of Permanent Nephrostomy and Perma- 
nent Cutaneous Ureterostomy. Morey WosniTzER 
and Joun K. Lattimer. 7. Urol., Balt., 1960, 83: 553. 


In A COMPARISON of 33 patients who had permanent 
cutaneous ureterostomies with 20 patients who had 
permanent nephrostomies, the authors found signifi- 
cant advantages of the former surgical procedure over 
the latter. The primary advantages of the cutaneous 
ureterostomy are the use of a“‘stick on” cup and the 
avoidance of a catheter. The use of indwelling neph- 
rostomy catheters is an unsatisfactory substitute since 
the result of the insertion of the foreign body is infec- 
tion, calcification, recurrent difficulties associated 
with reinsertion, and impairment of renal function. 
While there is very little difference in the survival 
rates of the two groups, factors other than the proce- 
dures themselves come into play to influence these 
survival rates. A technique which avoids the use of 
catheters is certainly more desirable. 
—Peter L. Scardino, M.D. 


ag Sense Study of the Techniques of Uretero- 
ileal Anastomosis, BENJAMIN BarziLay. Tr. West. Sect. 
Am. Urol. Ass., 1959, 27: 88. 


IN AN EXPERIMENTAL STUDY on dogs three standard 
techniques of ureteroileal anastomosis, Coffey 1, Nes- 
bit, and “‘fish-mouth,”’ were compared with two new 
techniques of joining the ureteral ends prior to the 
ileal anastomosis. 

In the first of the new techniques, the anastomosis 
was made through the open bowel and the ureters 
were pulled 2 cm. into the lumen. Their ends were 
opened for a distance of 1.5 cm. to get a spatulated 
effect. The medial margins of the ureteral ends were 
Joined and then a mucosa to mucosa type of anasto- 
mosis between the lateral borders of the newly created 
spatule and the entire length of the lateral margins of 
both stab incisions was performed. 

In the second technique, both ureters were opened 
for 1.5 cm. and their medial borders approximated. 
Thus a large heart shaped ureteral spatule was created 
which was anastomosed mucosa to mucosa. 

Of the three standard methods, the Nesbit mucosa 
to mucosa anastomosis seemed to be the most suitable 
when the lumen was used as a conduit. Of the two 
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new methods, the second technique gave the best re- 
sult in this experimental work, although reflux was 
not always prevented. The latter technique might be 
especially valuable in children when double ureters 
have to be transplanted. —Robert O. Beadles, M.D. 


BLADDER AND URETHRA 


The Effect of Muscle Relaxants on the Function of 
the Bladder (Wirkung der Muskelrelaxantien auf die 
Blasenfunktion). S. Scutréty and E. AsrAnpt. 
Kschr. Urol., 1960, 53: 103. 


THE EFFECTS of muscle relaxants on the physiology of 
micturition were investigated. For this purpose 19 
men and 1 woman were studied. The three drugs 
tested were: succinylcholine chloride, dimethyl tubo- 
curarine chloride, and MY-301 (guaiacol-glycerin 
ether). Only those subjects who could start and stop 
micturition in the recumbent position were used in 
this test. 

The aforementioned muscle relaxants produced 
their effect on the striated and skeletal muscle in dif- 
ferent ways. D-tubocurarine chloride affects the 
motor endplate and also influences the autonomic 
ganglia if larger doses are used. The quaternary 
ammonium salts such as succinylcholine depolarize 
the motor endplate. Nerve conduction and direct 
muscle excitability remain unaltered, even though it 
is not possible to stimulate the motor nerves to elicit a 
muscular contraction. MY-301 works centrally as a 
relaxant of the skeletal muscle by selectively depress- 
ing the subcortical and spinal polysynaptic pathways. 
It has been demonstrated by Zeiss] that, despite com- 
plete relaxation of the skeletal muscles with curare, 
the function of the external sphincter remains un- 
disturbed. 

Under the influence of the muscle relaxant drugs, 
the subjects were able still to initiate micturition and 
to stop it at will. This did not occur as promptly as 
before the drugs were administered; in fact, there was 
considerable hesitation. Urine oozed out of the blad- 
der rather than escaping in the form of a stream. 
There was considerable time lag also in the voluntary 
interruption of the urinary stream. 

The author concludes that the external vesical 
sphincter (striated muscle) is not affected by curare in 
man just as Zeissl found in animal experiments. These 
experiments also demonstrate that in neurogenic blad- 
der disturbances, skeletal muscle relaxants cannot in- 
hibit the characteristic and uncontrolled bladder con- 
tractions. Sphincterometric observations in the sub- 
jects tested revealed practically no diminution in the 
tonus of the internal and the external vesical sphinc- 
ters. The experiments with the muscle relaxants dem- 
onstrate clearly that for prompt beginning and volun- 
tary inhibition of micturition, striated skeletal muscle 
is necessary. —S. Richard Muellner, M.D. 


The Neurogenic Bladder in a General Hospital. 
oorE. Proc. R. Soc. M., Lond., 1960, 53: 


IN sPITE OF modern advances in techniques and con- 
trol of sepsis, urinary complications account for 64 
per cent of all deaths in paraplegics. The author 
quotes this from a report by Damanski and Giblow in 
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1956 and states that rarely, if ever, is the bladder 
literally paralyzed. He discusses the neuroanatomy, 
stating that the bladder and posterior urethra act as 
one unit in both the male and female and are con- 
trolled by a motor center in the second, third, and 
fourth sacral segments of the spinal cord. 

The author discusses the neurologic diseases ob- 
served in the Manchester Royal Infirmary, Man- 
chester, England. The most common cause of neuro- 
genic bladder is demyelinating disease with tabes and 
other forms of neurosyphilis. 

In discussing the diagnosis of neurogenic bladder, 
the author states that, in both sexes, pathologic 
changes occur at the bladder neck with advancing 
years. Even if the changes are minimal, there may be 
painless chronic bladder distention. In addition, le- 
sions of an obstructive nature can closely simulate 
neurogenic disease, and lesions of either type may be 
complicated by the development of the other. 

Complications confined to the urinary tract are 
common in neurogenic vesical disease as evidenced 
by: (1) infection and stone formation, and (2) fistula 
formation due to catheter pressure. 

The treatment is discussed. Two case reports are 
presented. —Paul R. Leberman, M.D. 


The Residual Urine in Bladder Rehabilitation. J. B. 
Cook. Proc. R. Soc. M., Lond., 1960, 53: 263. 


THE AUTHOR discusses bladder management in para- 
plegics. He states that it is essential to produce a 
bladder which is capable of enabling the patient to 
void regularly and well and with a set volume. He 
also states that, although it is difficult, the patient 
should learn to interpret bladder symptoms and assess 
fluid intake to anticipate voiding. To approach this 
state, bladder distention by accidental blocking of the 
catheter, by overlong trial periods, or by removal of 
the catheter without measuring accurately the residual 
urine are to be avoided. 

The bed patient should have a large fluid intake. 
The importance of removal of bladder sediment is 
stressed. —Paul R. Leberman, M.D. 


Amino Tumors of the Bladder (Les amino-tumeurs de 
la vessie). J. L. Brnttarp-DucHESNE. 7. urol. méd., Par., 
1959, 65: 748. 


Tuis stupy is an exhaustive and comprehensive re- 
view of all phases of amino tumors of the bladder. A 
résumé of the 17 cases first published in 1947 in the 
French literature and of 42 additional previously un- 
published cases is included. 

It is interesting to note that amino tumors of the 
bladder have no characteristics to distinguish them 
from nonoccupational vesicle tumors. They have the 
same cystoscopic appearance and the same gross 
anatomicopathologic conformation. 

By careful chemical and experimental evidence the 
substances used in the dye industry that are known 
to be responsible for aminobladder tumors have been 
identified. It is now possible to reduce these sub- 
stances to less harmful compounds and the industrial 
physicians ‘have been able by suggesting precaution- 
ary measures for the workers and the use of plant 
safety measures to control or reduce the incidence of 
this disease. 


There are several interesting characteristics of this 
type of tumor. The tumor usually appears after many 
years of exposure to the chemical. In 53 per cent there 
was a period of latency of 11 to 16 years while in 19 
per cent of the patients bladder cancer developed 
after an initial exposure to the carcinogenic agent of 
from 20 to 48 years previously. The minimum time 
of exposure necessary for the production of a bladder 
cancer is debatable; an exposure of 6 months is gen- 
erally admitted to be sufficient. 

The average age at the time of the original diag- 
nosis in 59 cases was 51 years. Thus, the average age 
at which bladder tumors appear in analine dye 
workers is less than that at which “spontaneous 
tumor” appears. 

The treatment of amino tumors of the bladder is 
the same as it is for any bladder cancer. 

—Conrad A. Kuehn, M.D. 


Use of 5-Fluorouracil in Treatment of Bladder Carci- 
nomas. THADpEus L. DEREN and WILLIAM L. WiLson. 
J. Urol., Balt., 1960, 83: 390. 


A PRELIMINARY REPORT is presented on the use of 
5-fluorouracil in 10 patients. There was tumor regres- 
sion in all cases. The drug is a pyrimidine antagonist 
specifically blocking desoxyribonucleic acid formation 
and so inhibiting metabolism. It has a relatively low 
toxicity and in vitro has shown potent antineoplastic 
activity. Fifteen mgm./kgm. of ideal body weight 
were given intravenously on 5 consecutive days and 
then one-half of this dosage every third day until 
signs of toxicity appeared. Nausea and/or vomiting 
were the most common early symptoms of this toxicity 
and were not considered sufficient reasons to cease 
therapy. Stomatitis, diarrhea, ulcerative pharyngitis, 
or bone marrow depression—leukopenia or thrombo- 
cytopenia—were considered indications for cessation 
of therapy. Alopecia and paralytic ileus, previously 
reported, were not encountered in these cases. 

All 10 patients were symptomatically improved. 
All tumors were far advanced and surgically hopeless. 
Six of the patients are alive after 10 months. Although 
only a short follow-up investigational period has 
passed, the report is most encouraging. These patients 
were given courses of therapy as symptoms reappeared, 
at an average of 10 to 12 week intervals. The authors 
believe that the courses of therapy might better be 
given at intervals of 4 to 6 weeks only. 

Although this is only a preliminary report, cer- 
tainly it indicates that therapy with 5-fluorouracil is 
an extremely valuable adjunct in palliative therapy 
of bladder cancer, with relatively low toxicity and an 
apparent lack of drug fastness. 

— John R. Herman, M.D. 


Carcinoma of the Bladder. Hucu J. Jewett and Sran- 
TON L, EversoLe, JR. J. Urol., Balt., 1960, 83: 383. 


CHOICE OF TREATMENT of bladder cancer depends 
primarily on the surgeon’s preoperative estimation 
of the degree of infiltration of the lesion. The more 
we can learn of the ways in which these tumors 
penetrate the bladder wall, the greater hope there 
is of correct estimation of the neoplastic spread. 
Seventy per cent of tumors invade as compact 
masses with no significant separation of small clumps 
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or single cells in any direction. The chief exception 
to this phenomenon was found in cases of poorly 
differentiated squamous carcinoma that were deeply 
invasive. Here the characteristic pattern consisted of 
fingerlike projections of invasive tumors in 27 per 
cent. The third avenue of local invasion is by intra- 
mural lymphatic metastases traveling in a direction 
perpendicular to the plane of the overlying bladder 
mucosa; 31 per cent of the 252 cases included showed 
lymphatic involvement. Only 7 of these were in cases 
in which the tumor had failed to extend to the half- 
way level in the muscle wall, and of these 7, only 2 
metastasized to a depth greater than that reached 
by the primary growth. 

From these facts, the authors suggest that biopsy 
specimens should be searched carefully for: (1) evi- 
dence of lymphatic involvement and (2) long, slender, 
irregular projections that do not seem in routine 
sections to be connected with the primary tumor. 
The most difficult lesions in which to estimate extent 
of infiltrations are poorly differentiated squamous 
carcinomas; these do tend to metastasize and extend 
into the perivesical fat without penetration of the 
muscularis. — John R. Herman, M.D. 


Diverticula of the Female Urethra (Divertikel der 
weiblichen Harnroehre). Bi. Szenp1. Gynaecologia, 
Basel, 1960, 149: 241. 


DIVERTICULUM OF THE FEMALE URETHRA is not a com- 
mon condition. Its frequency is difficult to evaluate, 
however, because of the confusing terminology. The 
terms urethrocele, urethral pockets, periurethral 
cysts, and periurethral abscess are sometimes used to 
describe the same condition. A urethrocele is not, 
truly speaking, a diverticulum of the urethra. A true 
diverticulum consists of a pocket which communicates 
with the urethra through a narrow opening. Most 
commonly this condition is acquired and not con- 
genital. Diverticulas can cause urinary frequency in 
the presence of a negative urinary sediment. The 
patient may also have a sensation of pressure supra- 
pubically, burning or pain on urination, discomfort in 
the urethra and rectum, and dyspareunia. The diag- 
nosis can usually be made by means of urethroscopy 
and urethrograms. 

Antibiotics may be necessary in the treatment of 
diverticulas of the urethra if they are acutely inflamed 
and contain pus. If this condition is chronic, the 
diverticulum may have to be opened through the 
anterior vaginal wall and its cavity cauterized. If a 
diverticulum is not inflamed, it should be excised 
through the anterior vaginal wall and its opening into 
the urethra closed by suture. 

—S. Richard Muellner, M.D. 


Reconstruction of the Urethra for the Treatment of 
Severe Urethral Strictures. H. Hamiron STEWarT. 
Brit. J. Urol., 1960, 32: 1. 


THe AUTHOR describes a two stage operative proce- 
dure for urethral strictures which extend posteriorly 
to the region of the external sphincter. In his experi- 
ence, strictures of inflammatory origin stop short at 
this site and a normal portion of urethra remains 


about a quarter of an inch below the sphincteric 
ring. 
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In the first stage the lumen of the whole length of 
the stricture is opened through a ventral incision. 
In order to reach the subscrotal urethra, the scrotum 
is retracted forward or backward, but it is not cut. 
At each end of the stricture zone the urethral incision 
is continued for a quarter of an inch producing a 
splayed out effect. The patient is placed in a lithotomy 
position, and for good exposure, use is made of a spe- 
cial retractor with a weighted portion resting on the 
abdomen and a small vertical frame enclosing the 
perineum. Approach to the operative zone is best 
made posteriorly through a curved perineal incision. 
Anteriorly, curved relaxation incisions are made along 
the line of the spermatic cord, meeting at the peno- 
scrotal angle. A scrotal flap or tongue consisting of 
skin and tunica dartos is drawn down posteriorly be- 
neath the scrotum to repair the proximal part of the 
urethral defect. The flap is sutured with fine nylon 
sutures to the edge of the splayed out urethra pro- 
ducing a large lumen at this anastomotic site. Com- 
pletion of the first stage results in a scrotal funnel 
through which the urine is passed. The first stage of 
the operation was performed in 68 patients; 38 elected 
to remain satisfied with this without further surgery 
or are awaiting the second stage. 

A period of 4 to 6 months should elapse prior to 
the second stage in which repair of the opened stric- 
ture zone distal to the scrotal funnel is completed. 
This is accomplished by turning forward a scrotal flap 
which is mainly obtained from the posterior surface 
of the scrotal funnel. A small cuff of skin about one- 
eighth of an inch long is reflected from around the 
distal half of the circumference of the proximal penile 
urethra within the funnel. Parallel incisions are car- 
ried proximally along the funnel integument outlining 
a flap of sufficient length and width to roof over the 
distally uncovered urethral stricture area. The flap 
may then be turned forwards to form a new urethral 
wall. Fine 10 day catgut sutures are used to unite this 
to the now healed zone of skin and subcutaneous tissue 
sutured to the edges of the stricture in the first stage. 

The technique is described in detail and well illus- 
trated. The complications are described and methods 
of handling them are discussed. 

—Allan Swersie, M.D. 


Permanent Perineal Urethrostomy. Roy WiTHER- 
INGTON and ELpon L. Carrery. 7. Urol., Balt., 1960, 
83: 682. 


MANY ANTERIOR URETHRAL STRICTURES are compli- 
cated by perineal fistulas, urethral calculi, and abscess 
formation and are not suitable for urethral recon- 
structive procedures. Postoperative breakdowns, stric- 
ture recurrences, and the need for frequent dilatations 
make it advisable to seek an alternative measure. 
Diversion by permanent perineal urethrostomy is sim- 
ple to perform. It has only the disadvantage of re- 
quiring that the patient squat to void. 

A vertical midline incision in the perineum from 
the posterior aspect of the scrotum to a point 1 inch 
anterior to the anus exposes the urethra, which is 
incised. It is important to excise a wedge of sub- 
cutaneous fat on each side between the skin and the 
urethra. The urethra is divided at the most distal 
point of the operative incision and the distal portion 
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of the severed urethra is either ligated or left free. 
The distal 1 cm. of the proximal portion of the urethra 
is mobilized and the edges of the urethra are sutured 
to the skin in a circumferential manner. With the 
distal urethra separated away, there is no tension on 
the suture line. An indwelling catheter is left for 5 to 
10 days. 

The operation has been performed on 14 patients. 
The results were not satisfactory in 2 of these, as- 
sumedly because of inadequate removal of peri- 
urethral subcutaneous fat and failure to divide the 
urethra. —Allan K. Swersie, M.D. 


A Report on 93 Ileal Diversions, Ep- 
WARD C. ParKHuRST and WyLanp F. LEADBETTER. 7. 
Urol., Balt., 1960, 83: 398. 


THIs REPORT summarizes the authors’ experiences 
with 91 patients at the Massachusetts General Hospi- 
tal, Boston, Massachusetts. They believe that the ileal 
loop procedure is the operation of choice for urinary 
diversion if the upper tract is normal. The indications 
for ileal loop diversion were cure or palliation in 
bladder cancer in 47; palliation of prostatic cancer 
in 10; neurogenic vesical dysfunction, 22; chronic 
contracted bladder, 3; and tuberculosis, extrophy, 
intractable stricture of the ureters, incontinence, and 
rectal carcinoma. Interestingly, it was twice em- 
ployed in ureterosigmoidostomy with relief of active 
pyelonephritis. 

Techniques include 4 days of bowel preparation 
with sulfasuxidine, enemas, and low residue diets 
followed by castor oil. Operative technique is clearly 
described and consists of a method allowing accurate 
ureteral anastomosis without tension followed by 
reperitonealization. 

The authors admit to 14 per cent mortality and 32 
complications. Many of these could be due to the 
type of patient operated upon rather than to the type 
of operation accomplished. The problems of surgery 
were stomal difficulties, intestinal obstruction, acute 
pyelonephritis, and 1 case of hyperchloremic acidosis. 

It is believed that generally the upper tracts have 
remained normal or improved after operation and 
the patients usually are comfortable and have no 


tubes to worry about. There need be no fear of ob- 
struction of the rectum or ureter by neoplastic disease 
or radiation effects in neoplasms. The authors stress 
the importance of selecting and marking the stomal 
site prior to operation. 

The authors believe that their series ““would seem 
to confirm the fact that the use of isolated ileal seg. 
ments in those cases wherein it is necessary to provide 
substitution for ureter, bladder, or urethra is a satis- 
factory operation.” —John R. Herman, M.D. 


Chronic Urinary Infection Treated with Nitrofuran- 
toine (Enquéte sur 100 cas d’infection urinaire chro- 
nique traités par la nitrofurantoine). S. Hucuenin 
Dumittan. Schweiz. med. Wschr., 1960, 90: 296. 


‘THE INCREASED NUMBER Of cases of renal insufficiency 
associated with urinary infections, found at autopsy 
when an unrecognized or ignored pyelonephritis was 
discovered, has again drawn attention to the grave 
complications of long term and recurrent urinary tract 
infections. The author has studied the therapeutic 
effect of nitrofurantoine in 100 patients with chronic 
urinary tract infection. 

The author’s clinical experience with nitrofuran- 
toine has shown that 85 patients had a marked clinical 
improvement with amelioration of symptoms, reduc- 
tion of fever, partial clearing of the urine, or even 
complete clearing in 64 per cent of the cases. Steriliza- 
tion of the urine took place in 49 per cent of con- 
trolled cases. In 80 cases the urine became sterile, but 
these patients did not have a prolonged follow-up. 

The organisms most sensitive to the drug were 
colon bacillus, Streptococcus faecalis, and Staphylo- 
coccus aureus. The only intolerances to the drug en- 
countered in this study of 100 patients were those 
associated with the digestive tract. Nausea and vomit- 
ing occurred in 15 per cent of the patients, necessitat- 
ing cessation of treatment in 2 cases. 

The best therapeutic results were observed when 
nitrofurantoine was administered in high doses (7 
mgm./kgm. of body weight) divided over the 24 hour 
period in order to produce constant urinary drug 
levels. It was also considered advisable to maintain 
an acid pH of urine. —Conrad A. Kuehn, M.D. 
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BONES AND JOINTS 


Fractures in Amputees. Rupotr A. Pyxa and Paut R. 
Liescoms. 7. Bone Surg., 1960, 42-A: 499. 


Fractures in the stumps of amputated extremities 
have received little attention in the literature. 

The authors reviewed the records of the Mayo 
Clinic from 1910 through 1958 and found reports of 
14 patients who sustained fractures in amputated 
extremities. 

Three of these patients had had amputations in the 
upper extremities, and probably the fractures they 
sustained were not associated with the amputations 
except in an indirect manner. 

Healing of fractures in amputees does not differ 
materially from heaiing in persons who have not had 
amputations with one possible exception: fractures 
of the upper femur sustained by patients with above- 
the-knee stumps seemed to unite faster and better 
as a result of the shortened leverage of the distal 
fragment. 


Amputations and Artificial Limbs. Leon Giius. Ann. 
R. Coll. Surgeons England, 1960, 26: 24. 


IN THIS ARTICLE, first presented as a lecture before 
the Royal College of Surgeons of England, the author 
stresses the importance of the surgeon’s judgment in 
the art of amputation. 

Because the function of the upper limb is different 
from that of the lower limb, the aim of amputation in 
these two regions is different also. The principal func- 
tion of the lower limb is weight bearing and so the 
most important considerations in amputation in the 
lower extremity are stability, muscle power, and joint 
motion. In the upper extremity, where prehension is 
the principal function, mobility and adaptability are 
far more important than stability. The loss of an 
upper limb involves greater psychologic trauma and 
thus a conservative attitude in amputations of the 
upper extremity is essential. Frequently, reconstruc- 
tive surgery has much more to offer in the restoration 
of function in the upper extremity than is the case 
with the lower extremity. 

The author discusses, with emphasis, the complica- 
tion of overgrowth of the resected end of bone 
through the stump in young amputees. He also re- 
views the relative value of end-bearing as opposed to 
proximal-bearing stumps. In addition to listing the 
indications for amputation, the author tabulates the 
reasons for 321 amputations of the upper extremity 
and 2,215 of the lower extremity. 

Techniques in amputation as well as selection of the 
proper site for amputation are discussed. A recom- 
mendation is made for the use of provisional amputa- 
tion. Provisional amputation is performed when the 
surgeon is confronted with a case in which primary 
healing is unlikely to occur. In such cases secondary 
healing may produce an irregular and painful scar. 
For this reason the author recommends provisional 
amputation, at the lowest possible level, followed by 


re-amputation at a later time to provide a proper 
stump and good soft-tissue union with a minimum of 
scarring. 

In the remainder of the article the author ade- 
quately and candidly discusses the various types of 
amputation and mentions the major errors in tech- 
nique which may be committed in performing them. 
Study of this well-organized, detailed, and complete 
article would be well worth the while of any physician 
faced with the problem of amputations. 

—Einer W. Johnson, Fr., M.D. 


Complications Following Bryant’s Traction. Ratpu T. 
Liwce. Arch. Surg., 1960, 80: 557. 


Tue FuncTION of Bryant’s traction is to provide a 
simple means of treating fractures of the femoral shaft 
in children from the early hours of life to the age of 
approximately 4 years. A series of complications is 
described, all of which are indicated to be a fault of 
the technique in application but not of the principle 
involved. Complications range from superficial skin 
irritation, patchy areas of superficial and deep 
necrosis of the skin, and peroneal palsy to ischemic 
contractures of the lower extremity. 

Case histories of 9 children sustaining severe com- 
plications of the application of this type of traction 
are presented, and methods of repair are discussed. 

The author gives a detailed description of his 
method of applying Bryant’s traction, which in gen- 
eral can be described as applying the principles of 
close attention to detail, careful handling of the skin, 
especially on pressure areas over bone, and careful 
calculation of the amount of weight to be used. 
Thorough follow-up examinations are likewise in 
order; a good part of the prevention of any difficulties 
with this method of traction is due to careful attention 
to details in the postapplication period. Most of the 
complications described in this report originated 
within 48 to 72 hours after the institution of treat- 
ment. If any complication occurs the traction should 
be removed immediately and a different type of treat- 
ment instituted, such as the application of a hip 
plaster spica. 

Bryant’s overhead traction should be limited to 
those patients whose total body weight is less than 35 
to 40 pounds or who are not more than 4 years of age. 
Other methods of treatment are suggested for older 
children. — Orville F. Grimes, M.D. 


Osteoblastic Bone Metastasis in Gastrointestinal and 
Bronchial Carcinoids. FRANcEs B. Toomey and BEn- 
JAMIN FEtson. Am. 7. Roentg., 1960, 83: 709. 


THE RECENT ELUCIDATION of the carcinoid syndrome 
has resulted in increased interest in carcinoid tumors. 
The similarity between the gastrointestinal carcinoid 
and the carcinoid type of bronchial adenoma has 
been described often and is reviewed in this paper. 

Bone metastases are uncommon in both types of 
carcinoid. Of the few instances reported, most of the 
lesions have been osteoblastic. 
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Two instances of multiple osteoblastic bone metas- 
tases from carcinoid are reported in this presentation. 
One occurred in abdominal carcinoid and the other 
in the carcinoid type of bronchial adenoma. The 
authors believe that the occurrence of osteoblastic 
bone metastases offers another link in the similarity 
between the two varieties of carcinoid tumor. 

—Donald C. Geist, M.D. 


Anterior Spine Fusion for the Treatment of Tuber- 
culosis of the Spine. A. R. Hopcson and Francis E. 
Stock. 7. Bone Surg., 1960, 42-A: 295. 


ONE HUNDRED consecutive patients treated by the 
method of anterior body fusion with evacuation of 
abscess or debris are reported. Use of this method 
was stimulated by failure of posterior fusions and the 
inability to correct deformity such as kyphos by the 
posterior method. Performance of the procedure is 
recommended as soon as possible after the diagnosis 
of tuberculosis of the spine is made. 

The main contraindications are lung conditions 
which might be aggravated by thoracotomy. All pa- 
tients were maintained on antituberculous drugs for 
18 months to 2 years. 

The most frequent site of the lesion was the tenth 
thoracic vertebra. The average extent was three or 
four vertebrae. One hundred patients were reported 
with involvement of the thoracic spine. Thirty-two 
showed extension of the abscess to involve the pleura 
or the lung. 

The authors believe that in patients with associated 
pulmonary and spinal disease, the spinal lesion came 
first. Paravertebral abscess was diagnosed preoper- 
atively in 80 patients and it was found at operation 
in 91. The authors stress how difficult it is to diagnose 
an abscess in the lumbar spine. Most of the psoas 
abscesses permeate the substance of the muscle itself. 
Paravertebral shadow does not always indicate the 
presence of an abscess. The shadow may be cast by 
thickened paravertebral tissue without any pus forma- 
tion. 

There was a very high incidence of recovery from 
paraplegia if it was initially present. Using the an- 
terior approach, the authors have seen evidence of 
indentation and compression of the dura and the 
cord, even in patients without signs and symptoms of 
paraplegia. Complications have included pleural effu- 
sion, slipping of the strut transplant through the 
osteoporotic vertebral body, and fracture of strut 
grafts. Occasionally, pieces of iliac crest were used 
instead of rib. — John R. Close, M.D. 


Follow-Up of 22 Cases of Surgically Treated Old Frac- 
tures and Pseudarthroses of the Navicular Bone of 
the Hand (Nachuntersuchungsergebnisse von 22 
Faellen operierter veralteten Brueche und Pseudar- 
throsen des Kahnbeins der Hand). Orro Russe. chr. 
Orthop., 1960, 93: 5. 


OccasIONALLY, roentgenograms taken 3 to 4 weeks 
after a fall on the outstretched hand reveal a fracture 
of the navicular bone. The author recommends roent- 
genograms of the wrist in 4 positions, anteroposterior, 
lateral, and oblique in 20 degrees supination and 15 
degrees pronation. All roentgenograms are taken with 
the patient’s fist closed. In cases of pseudarthrosis of 


the navicular bone an implantation of cancellous bone 
into the fracture fragments by means of a volar inci- 
sion is recommended. In cases in which the fracture 
occurred only a few months earlier, prolonged im- 
mobilization may accomplish bony union. 

Twenty-two patients were operated upon and un- 
ion occurred in 91 per cent. In most cases, the fracture 
line was perpendicular to the long axis of the bone. 
The average time between the injury and subsequent 
surgery was 2 years. The average period of immobili- 
zation was 4 months. The range of motion and the 
power of grip in patients in whom union occurred 
were very satisfactory. 

The author recommends the following operative 
procedure in these cases: After application of a 
tourniquet, a 3 to 4 cm. long incision is made parallel 
and slightly radial to the flexor carpi radialis. The in- 
cision extends distally to the tubercle of the navicular 
bone. The fracture site is brought into view by dorsi- 
flexion of the wrist. Both bony fragments are then 
hollowed out, and cancellous iliac bone is placed into 
the cavities. A bivalved cast including the base of the 
thumb is applied for 8 days. Then a new cast is ap- 
plied, extending from the finger tips to the elbow, 
particular atiention being paid to proper molding of 
the cast in the palm of the hand. The cast is left on for 
3.5 months. It is recommended that a magnified roent- 
genogram be taken, using a small focal point and 
placing the cassette 30 cm. away from the wrist, to 
demonstrate the trabeculi traversing the fracture line. 

—George I. Reiss, Jr., M.D. 


Operative Treatment of Osteoarthritis of the Hip. 
P. A. Rinc. Brit. M. J., 1960, 1: 827. 


From 1947 to 1956, 290 operations were performed 
in the orthopedic unit at Guy’s Hospital, London, 
England for degenerative arthritis of the hip. One 
hundred and two patients were subjected to arthro- 
desis of the hip. For those patients in whom degener- 
ative changes followed tuberculosis of the hip in 
childhood, Brittain’s arthrodesis was performed. In 
some cases, this was modified by using the fibula as a 
graft immediately above the osteotomy site. These 
patients were immobilized in a plaster spica for 12 to 
16 weeks. 

As a result of the Watson-Jones procedure, only 
two-thirds of these patients secured bony fusion. 
Most of the rest had a short fibrous ankylosis in 
which movement was just detectable, but occasionally 
the range of movement was considerable. 

In the treatment of the osteoarthritic hip,arthrodesis 
remained the procedure of choice. Although bony 
fusion may be achieved in only two-thirds of the 
patients, pain from a fibrous ankylosis is rarely severe. 
In the young patient, a stiff hip is a trivial disability; 
in the elderly it is more serious. If relief of pain is 
complete, stiffness is acceptable; if a stiff hip is asso- 
ciated with a painful fibrous union, the level of ac- 
tivity is often low. In patients past the age of 60, 
bony fusion has occurred in fewer than one-half, and 
when to the risks of nonunion are added the hazards 
of fracture of the femur, the disadvantages of this 
operation in the elderly appear to be substantial. 

Cup arthroplasty has given a measure of relief to 
patients with unilateral osteoarthritis of the hip, 


although the results, at least in terms of relief of pain, 
have been greatly inferior to those of arthrodesis. 

The intertrochanteric osteotomy of McMurray 
probably offers a better chance of retaining a mobile, 
painless hip than does any arthroplasty. Unfortu- 
nately, the painful hip with a good range of movement 
is rarely seen. 

It would appear that arthrodesis of the hip is rarely 
achieved after an arthroplasty has failed. In the 
younger patient, however, this might well be the 
procedure of choice. 

Intertrochanteric osteotomy was performed upon 
10 patients. In 3 of these the osteotomy was used to 
correct deformity of a hip which was already an- 
kylosed by either fibrous tissue or bone. From a more 
extensive and more recent experience of this opera- 
tion it is clear that complete relief of pain can be 
expected in perhaps two-thirds of patients, usually 
with retention of a reasonable range of hip movement. 

Only 30 of the 72 patients with cup arthroplasties 
performed during the years under review were avail- 
able for re-examination. Thus the general impression 
is gained that this is the operation which will stand 
the test of time and in which late deterioration is un- 
likely to occur. —C. Fred Goeringer, M.D. 


Conservative Treatment of Impacted Fractures of the 
Femoral Neck. Henry B. Crawrorp. 7. Bone Surg., 
1960, 42-A: 471. 


THAT IMPACTED FRACTURES HEAL Satisfactorily with 
any form of treatment has long been known. 

Taking advantage of the Pauwels’ angle, one can 
perceive the prognosis of a fractured hip by dividing 
the femoral neck fractures into 3 categories. In type 1, 
in which the angle was less than 30 degrees, the frac- 
ture healed in 17 of the 50 impacted fractures with 
conservative treatment. In type 2, if the angle was 
between 30 and 50 degrees, the fracture did not unite 
unless the shearing potential was averted by internal 
fixation with a Smith-Peterson nail. There were 28 
fractures in this category, 4 of which disimpacted in 
the first 10 days. These 4 fractures were subsequently 
reduced and a Smith-Peterson nail was inserted. Type 
3 category comprised 5 cases in which the angle was 
greater than 50 degrees, according to the Pauwels’ 
formula, 3 of which healed without surgical therapy. 
The other 2 patients in this group died prior to their 
weightbearing phase; however, fractured fragments 
remained unaltered 4 months posttrauma. 

The author selected the present series of 50 im- 
pacted fractures from a total of 393 patients who have 
come under his observation since 1937. 

Results based upon full weightbearing, paucity or 
absence of translucency on roentgenologic studies, 
and painless ambulation disclosed (1) 43 fractures 
healed with conservative treatment, (2) 3 patients 
died without the benefit of weightbearing, and (3) 4 
of the 50 fractures disimpacted and had to undergo 
a Smith-Peterson nailing. All patients of the series 
were observed from a minimum of 4 months to a 
maximum of 15 years. 

There were 3 cases of avascular necrosis recognized 
at 30, 32, and 48 months, respectively. 

The report is informative and well illustrated with 
roentgenograms and contains pertinent tables depict- 
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ing the clinical course of the 50 patients reported. 
—Samuel I. Governale, M.D. 


Shaft Fractures of the Lower Leg. INczE HEDENBERG 
and Rotr Pompewus. Acta chir. scand., 1960, 118: 339. 


ONE HUNDRED AND TWENTY fractures in 119 patients 
are reviewed. Ninety-one of these fractures were sim- 
ple and 29 were compound. Spiral fractures were the 
most common, and the majority of the fractures were 
located in the distal third of the leg. 

Spiral fracture occurred in 61 patients; 27 were 
treated conservatively and 33 by operative means. 
Results were about equal with the two methods 
except for the immobilization period which was only 
one-half as long in the operative cases. Open reduc- 
tion and internal fixation of these fractures is recom- 
mended. 

There were 59 transverse fractures; 36 were treated 
by closed methods and 23 with open operation. 
Results were poor in the group treated by operation, 
8 of 23 fractures failing to unite. It is suggested that 
transverse fractures be treated conservatively unless 
the method fails. If so, the fractures should be operat- 
ed upon as early as possible, preferably within 7 days 
of injury. — Donald C. Geist, M.D. 


MUSCLES AND TENDONS 


Little Leaguer’s Elbow. Byron G. Brocpon and NEIL 
E. Crow. Am. 7. Roentg., 1960, 83: 671. 


LitTLE LEAGUER’s ELBOW is described as an injury 
occurring in patients between ages 9 and 14 while 
playing baseball. It consists in an avulsion of the ossi- 
fication center of the medial epicondyle of the hu- 
merus. Three instances of this injury are reported. 

The injury is caused by severe tension on the com- 
mon tendon resulting from vigorous contraction of 
the flexor pronator group of the wrist and finger. 
Lack of proper warmup or conditioning may be a pre- 
disposing factor. 

Roentgen examination reveals a partial avulsion 
and separation of the medial epiphysis of the humeral 
epicondyle. 

Treatment consists in immobilization of the arm 
with the elbow flexed for several weeks. This is fol- 
lowed by gradual return to full activity. There is 
danger of overtreatment. Wider separations require 
open reduction and fixation. 

Results in the reported cases were excellent. 

—Donald C. Geist, M.D. 


The Management of Flexor Tendon Injuries. A. R. 
WAKEFIELD. Surg. Clin. N. America, 1960, 40: 267. 


THE AUTHOR BELIEVES that if (1) there has been no 
meddlesome interference or exploration of the wound, 
(2) the wound has been covered immediately with a 
sterile dressing and the limb immobilized, and (3) an 
adequate antibiotic cover has been effected from 
within a few hours of the injury, patients with tendon 
injuries may be operated upon with safety up to 24 
hours from the time of injury. The author’s treatment 
of the various levels of the long flexor tendons of the 
hand is as follows: 

At the wrist and in the carpal tunnel, primary re- 
pair of both the tendons and nerves is indicated. 
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In the palm, exactly the same principles of primary 
direct repair hold good. Although the lumbrical at- 
tachment of the proximal end of the cut profundus 
tendon prevents its retraction for more than a short 
distance, here, too, primary direct repair is a must. 

Within the digital theca as far as the insertion of the 
flexor sublimis into the middle phalanx, in children 
up to the age of 4 years, primary direct repair is a very 
successful procedure. In patients more than 4 years 
of age, the author believes that there is no reason why 
tendon grafting should not be carried out forthwith. 
Although occasional successes from direct repair may 
be obtained, they are probably not sufficiently fre- 
quent to justify the method; tendon grafts will be 
better. In the thumb, however, the results of carefully 
conducted primary direct repair are excellent. 

Distal to the sublimis insertion the profundus is 
frequently divided, leaving the sublimis intact and 
fully functioning. Here, again, the principle of 
primary direct repair should be adopted. 

Flexor tendon injury and “untidy” wounds of a 
mangling, crushing, or tissue damaging nature which 
involve much more than simple clean cut wounds 
make the sole objective of the initial operation one 
to ensure fixation of fractures in an optimum position 
and an intact surface over viable tissue. 

In elderly people, in whom the results of flexor 
tendon surgery, even at its best, are not necessarily 
very good, it may be necessary to concentrate on the 
simplest possible type of repair commensurate with 
reasonable function. Stabilizing procedures will often 
be the best solution. —Preston J. Burnham, M.D. 


Flexor Pollicis Longus Muscle; Its Morphology and 
Clinical Significance. Userto Mancini. 7. Bone 
Surg., 1960, 42-A: 467. 


SINCE some primates are devoid of the flexor pollicis 
longus tendon it is conceivable that this tendon is a 


recently acquired apparatus in the evolution of the 
human hand. In man, this tendon has an ancill 
muscle, Gantzer’s muscle, at a higher level, which 
may originate from the coronoid or medial epicondyle 
of the humerus. The scope of this study is based upon 
the variation of this accessory muscle and nerve sup- 
ply to the flexor pollicis longus. 

In the Hospital for Joint Diseases and the Depart- 
ment of Anatomy at Columbia University, New York, 
New York, the author investigated 76 forearms. In 34 
cadavers both extremities were studied for compara- 
tive analysis of the anatomy of the flexor pollicis 
longus muscle. The latter fleshy muscle takes origin 
from the upper third of the radial diaphysis and 
interosseous membrane. The muscle lies at the same 
depth as the flexor profundus of the fingers. The in- 
nervation of the muscle is derived from the anterior 
interosseous nerve. 

In 70 per cent of cadavers studied, an additional 
nerve entered the muscle distally to the first nerve and 
dorsally. 

The accessory head of the flexor pollicis longus was 
found in 56 specimens of the 76 upper extremities ob- 
served. It arises from the medial epicondyle of the 
humerus in 61 per cent, from the coronoid process in 
22 per cent, and from the intermuscular fascia in 9 
per cent. Its diameter may vary from 0.5 to 2 cm.; 
anatomically, this accessory muscle lies between the 
median nerve anteriorly and the anterior interosseous 
nerve posteriorly. Because of the common phylogenic 
derivative, both the flexor pollicis longus and flexor 
digitorum profundus are prone to many anatomic 
variations. It is of academic interest to comprehend 
the existence of this tendon in man and its paucity in 
other species. 

A lucid anatomic photograph of the muscle and 
regional structures accompanies the article. 

—Samuel L. Governale, M.D. 
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SURGERY OF THE VASCULAR SYSTEM 


BLOOD VESSELS 


The Elastic Properties of Human Aortic Intima, 
Media, and Adventitia. Harvey R. Bu7cuer, JR. 
Ann. Surg., 1960, 151: 480. 


Loss OF ELASTICITY or stiffening of arterial segments 
and of synthetic prostheses used for the correction of 
arterial occlusive or aneurysmal disease occurs rapidly 
after their implantation and is probably related to 
the fibrous tissue formed in their interstices and about 
their periphery. Whether or not the elasticity of arte- 
rial segments is reduced appreciably by thrombo- 
endarterectomy is unknown. This study was under- 
taken to determine the nature and extent of the initial 
changes in the elastic properties of arterial segments 
from donors of different ages associated with removal 
of the intima and portions of the media, and to evalu- 
ate the relative contributions of intima, media, and 
adventitia to the elasticity of intact arteries. 

The immediate effect of intimal removal upon the 
elastic properties of aortic segments was small. In 
fact, the removal of as much as two-thirds of a dis- 
eased media by endarterectomy is associated with 
relatively little loss in the elastic responses of the re- 
maining arterial wall. As yet, the physical properties 
of in vivo endarterectomized arteries after healing 
and long term function have not been measured. 

All layers of the aortic wall showed less distensibility 
and less circumferential and longitudinal response to 
tension the older the donor. 

Distention of the aorta by intraluminal pressures 
below 100 mm. Hg was resisted primarily by the 
media. The containment of higher pressures was at- 
tributable to the adventitia which is in great part 
responsible for the tensile strength of the arterial wall. 
The intima of the aorta contributed little to its tensile 
strength or stretch response. 

The structural elements resisting distention appear 
to be organized more circumferentially than longi- 
tudinally in all of the layers. 

The author concludes that alterations in the fibrous 
or collagenous elements of the arterial wall are more 
likely responsible for the decline in arterial elasticity 
associated with aging than are changes in elastic 
tissue. —Ely Elliott Lazarus, M.D. 


Surgical Experience with 220 Acute Arterial Injuries 
in Civilian Practice. Grorce C. Morris, JR., 
ARTHUR C, BEALL, JR., W. R. Roor, and Micwaet E, 
DeBaxey. Am. 7. Surg., 1960, 99: 775. 


A Tora. of 220 acute arterial injuries were treated in 
a civilian hospital in a period of 10 years. The repair 
and restoration of vascular continuity involved four 
basic techniques: lateral repair, end-to-end anasto- 
mosis, replacement of graft, and bypass graft. Primary 
repair was performed on 167 patients. Grafts (homo- 
grafts and dacron grafts) were used in 23 patients. 
Restoration of the peripheral pulse was obtained in 
86 per cent. The brachial artery, 55 cases, the femoral 
artery, 36 cases, and the aorta, 23 cases, were injured 
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most frequently. Carotid injuries were repaired over 
an internal shunt to avoid cerebral ischemia. Direct 
arterial repair has resulted in a decreasing incidence 
of amputation, from 16 per cent at the beginning of 
the decade to 3.6 per cent at the present time. 

— Benjamin G. P. Shafwroff, M.D. 


Ligation of Both Internal Carotids (Ligadura bilateral 
de carétida interna). ENRIQUE PARDAL. Prensa méd. 
argent., 1959, 46: 2511. 


A case of bilateral ligation of the internal carotid, 
well tolerated and with good results, is presented by 
the author. 

Collateral circulation after carotid ligation is dis- 
cussed and the author concludes that the most impor- 
tant factor is the participation of the circle of Willis. 
It is also stated that ligation of the internal carotid is 
tolerated as well as ligation of the common carotid 
and that it is more effective in the treatment of infra- 
polygonal arterial aneurysm. 

—Luis A. Diaz-Bonnet, M.D. 


Acute Ischemia in Limb Injuries. E. G. Harpy and D. 
J. Tiss. Brit. M. 7., 1960, 1: 1001. 


Nine cases of acute traumatic limb ischemia are pre- 
sented. Despite technically successful arterial repairs 
performed in the majority of the patients, only 4 of 
the affected limbs were saved. 

The majority of failures were attributable to simple 
delay in restoring blood flow, although some causes 
of failure, such as extensive soft tissue injury and the 
precedence of lifesaving measures over treatment of 
local injuries, are unavoidable. Possibly the com- 
monest cause of delay is what Griffiths in 1948 called 
‘an attitude of wishful thinking” compounded of fear 
of doing harm by exploration and hope that improve- 
ment will follow conservative treatment. Both fear 
and hope are misleading. The hope of spontaneous 
improvement seems to rest principally upon two 
fallacies—that most major arteries can be interrupted 
with little risk to the limb and that arterial spasm is a 
frequent cause of traumatic ischemia. 

There has been erroneous emphasis on the role of 
spasm or stupor of the artery in the production of 
ischemia, for a healthy artery is normally in a state of 
considerable elastic distention. An injured arterial 
segment which is firm and pulseless almost invariably 
shows mechanical blockage, and the artery distal to 
this is contracted from loss of the underlying vis a 
tergo. If spasm is found, a clot is highly probable. 
Unless simple measures such as removal of splints and 
adjustment of positions produce striking improvement 
in the circulation of the limb within an hour, surgical 
intervention is necessary. The presence of muscle con- 
tracture (vigor) calls for immediate exploration. 

An arteriogram may prevent unnecessary explora- 
tion, but in most cases direct inspection of the artery 
at the likely site of damage is most reliable. All con- 
secutive clots should be removed from the distal 
artery and if there is doubt about patency it should be 
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exposed at a lower level and flushed in a retrograde 
direction with heparinized saline. Actual repair must 
be determined by circumstances of injury, facilities 
available, and the preference of the surgeon. 

—Allan D. Callow, M.D. 


BLOOD AND TRANSFUSIONS 


Blood Groups of Gastric Ulcer and Carcinoma. W. H. 
Beasey. Brit. M. 7., 1960, 1: 1167. 


In Monmouthshire, England, and Glamorganshire, 
Wales, investigation showed a statistically significant 
excess of patients with blood group A among 746 
cases of gastric cancer. There was a statistically sig- 
nificant excess of those in group O among 975 cases 
of gastric ulcer. In a series of 661 histologically proved 
chronic gastric ulcers in which the site was men- 
tioned, there was no evidence of an association be- 
tween the blood groups of the patients and the loca- 
tion of the gastric ulcer. 
—Ernest D. Bloomenthal, M.D. 


ABO Blood Groups and Cancer of Esophagus, Cancer 
of Pancreas, and Pituitary Adenoma. Ian Airp, 
Derek R. Lex, and J. A. FRASER Roserts. Brit. M. 7., 
1960, 1: 1163. 


A stupy of tabulated statistics shows a marked in- 
crease in the occurrence of cancer of the pancreas in 
patients in blood group A as compared to patients in 
blood groups O and B. In carcinoma of the esopha- 
gus, the increased occurrence in patients with group 
A blood is not significant. The study on patients with 
adenomas of the pituitary showed frequency of lesions 
in those with ABO blood closely similar to the fre- 


quency found in controls. 
—Ernest D. Bloomenthal, M.D. 


Safer Transfusions Through Appreciation of Vari- 
ants in Blood Group Antigens in Negro and White 
Blood Donors. JoHN ScuppER and JP, 
Wicte. 7. Nat. M. Ass., 1960, 52: 75. 


To MAKE subsequent transfusions safer, much more 
care must be directed towards the selection of the 
right donor blood for the initial one. To achieve this 
goal, the following order of donor categories is sug- 
gested. The safest is the patient’s own blood, and in 
some centers the blood is drawn from the patient a 
few days before operation and stored in the blood 
bank; the second safest is blood from an identical 
twin; and next safest is blood from a relative, provided 
the blood groups and Rh factors are compatible. If 
these prove unavailable, one should turn to members 
of the patient’s own ethnic or national group, and 
then to members of his race. 

When one has to transcend these five categories and 
select donors from a different race, no harm is done 
at the first transfusion if the blood is compatible. If the 
blood for a second transfusion has the same pattern of 
antigens as that administered previously, which elicit- 
ed an iso-agglutinin response, disaster may ensue due 
to anaphylactic shock, renal shutdown, or diffuse capil- 
lary oozing. This will take place even if the first trans- 
fusion was given in childhood. To prevent disaster it 
is urged that a single blood transfusion be banned 
except in dire cases which fail to respond to massive 
doses of plasma, fibrinogen, albumin, and steroids. 

Special care in donor selection must be exercised 
in the following groups: young girls and potential 
mothers, women in the childbearing period, children 
with Cooley’s anemia, patients with sickle cell anemia, 
hemophiliacs, and children with favorable congenital 
heart defects requiring open heart surgery. A pertinent 
case report is included. — Albert M. Schwartz, M.D. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Studies on Serum Glucoproteins After Surgical Oper- 
ations. L. E. B6rtiGER and A.-E. Exiunp. Acta chir. 
scand., 1960, 118: 349. 


Tue AUTHORS investigate the influence of surgical 
trauma on serum glucoprotein levels. Previous ex- 
perimental evidence indicated that serum polysac- 
charides reached a maximum on the fourth postopera- 
tive day. This increase was thought to coincide with 
protein synthesis. Other authors have also found this 
late increase in serum glucoproteins. This finding was 
preceded by evidence of enzymes released from dam- 
aged cells. 

There is a phase of rapid increase in glucoproteins, 
seemingly related to the surgical trauma, that reaches 
a maximum on about the fourth day, and the levels 
gradually decline over several weeks. 

The liver is apparently the site of formation of 
serum polysaccharides. It would seem that the post- 
operative increase in protein bound carbohydrates is 
associated more closely with protein synthesis than 
with tissue breakdown. —Richard L. Lawton, M.D. 


Prophylactic Use of Anticoagulants in Postoperative 
Patients. Hiram H. Bevpinc. West. 7. Surg., 1960, 68: 
84, 


From 1951 THROUGH September 1958, 14,453 major 
surgical operations without prophylactic anticoagu- 
lant therapy have been performed at the Riverside 
Community Hospital, Riverside, California. The 
incidence of postoperative thrombophlebitis in this 
series was 136, 0.93 per cent, and the incidence of 
proved and presumptive pulmonary emboli was 64, 
0.46 per cent, of which 44, 69 per cent, were fatal. 

Cholecystectomy, gastrectomy, open reduction of 
hip fractures, hysterectomy, pancreatic surgery, pros- 
tatectomy, and herniorrhaphy were followed by the 
highest incidence of thromboembolic disease of all 
surgical procedures. Pulmonary emboli accounted for 
from 11 to 77 per cent of fatalities after these pro- 
cedures. Routine prophylaxis against postoperative 
embolic disease, particularly after such procedures, 
is warranted. 

During this same period 814 consecutive patients, 
who received postoperative prophylactic anticoagu- 
lants and were instructed to wear elastic stockings, 
have been studied. The incidence of thrombophlebitis 
was 1, or 0.13 per cent, and the incidence of pul- 
monary embolism was zero. Postoperative hemorrhage 
as a complication of anticoagulant therapy occurred 
once in 814 cases. The hemorrhage was promptly 
controlled with phytonadione. 

Warfarin sodium, when used properly, appears to 
be the most predictable and consequently the safest 
and most effective anticoagulant drug for prophylaxis. 

Prophylactic anticoagulants after major surgery 
appear to offer by far the best chance of preventing 
thromboembolic disease reported to date. 

—Ely Elliott Lazarus, M.D. 
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Thrombophlebitis Following Intravenous Infusion. 

Eprrorta. Lancet, Lond., 1960, 1: 907. 

THE FAcToRS causing thrombophlebitis after in- 
travenous infusion are discussed: needle damage to 
the endothelium of the vessel, the fluid infused, and 
the duration of the infusion. A fourth factor, the tub- 
ing used, is also considered. 

Duration of more than 12 hours per infusion ap- 
parently causes greater frequency of thrombophlebi- 
tis. Certain types of both rubber and plastic tubes 
cause increase of thrombophlebitis. It is suggested 
that some type of test, such as that for toxicity for tis- 
sue culture, be used to determine what types of tubes 
are to be used. At present, the tissue culture toxicity 
tests are of value in selecting the type of tubing to be 
used, but such tests are technically difficult. There is 
need for a simple test of this type. 

—Ernest D. Bloomenthal, M.D. 


WOUNDS AND THERMAL INJURIES 


Ineffectiveness of Suction in Removing Snake Venom 
from Open Wounds. Rozert S. LEopotp and Gop- 
FREY S. Huser. U. S. Armed Forces M. 7., 1960, 11: 
682. 


THE AUTHORS conducted experiments to determine 
whether or not suction can remove significant quanti- 
ties of snake venom from an open intramuscular 
wound. Experiments were conducted in rabbits. A 
standard incision was made into a leg muscle and 40 
mgm. of dried Crotalus adamanteus (eastern dia- 
mond-back rattlesnake) venom solution was intro- 
duced. The venom was allowed to stand in the 
wound for 3 minutes, the time arbitrarily considered 
necessary for incision and suction to be initiated. A 
suction pump from a commercial snake bite kit was 
then used to apply vigorous suction to the wound for 
30 minutes. Half-hourly observations were made until 
the time of death. 

All of the animals died, suggesting that suction is 
not an effective method of removing venom from an 
open wound. Application of suction for 30 minutes 
combined with immobilization was followed by sig- 
nificantly earlier death than with immobilization 
alone, suggesting that suction may actually be con- 
ducive to a more rapid invasion of venom. 

—RHarold Laufman, M.D. 


Albumin Catabolism in Burns and Following Surgi- 
cal Procedures. G. Birxe, S.-O. Lirjepant, L.-O. 
PianTin, and J. Wetrerrors. Acta chir. scand., 1960, 
118: 353. 


Durinc a comprehensive investigation of the cata- 
bolism of proteins, the results obtained with ['*!- 
labelled albumin in severely burned patients and 
those undergoing surgical procedures were studied. 
The control series consisted of patients being treated 
for fractures of the leg and femoral neck, all having 
normal blood values for serum albumin. I"!-labelled 
albumin was given intravenously or subcutaneously to 
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a series of patients with burns involving 10 to 98 per 
cent of the body surface, I'‘!-labelled albumin was 
also given to a group of patients subjected to ad- 
renalectomy for metastatic mammary cancer and a 
number undergoing gastrectomy for ulcer. 

The mean daily catabolism of albumin in the con- 
trol group was 10 per cent. In the severely burned 
patient 95 per cent of the albumin was removed from 
the circulation to the extravascular bed in 48 hours as 
compared to 45 per cent in normal cases. Most of the 
albumin remained in the burned skin, in the edema 
fluid of the viscus, and in the blister fluid. Albumin 
catabolism was also increased in burns 3 to 4 weeks 
after the accident. After the adrenalectomies and 
gastrectomies, the albumin catabolism was about 20 
per cent in the first 24 hours as compared to 10 per 
cent normally. The results indicate the need for the 
administration of albumin in the treatment of the 
severely burned and both before and after the opera- 
tion in patients having serious surgical procedures 
performed upon them. —Donald C. Geist, M.D. 


Enzymatic Treatment of Deep Burns. S.-O. LitjEDAHL 
and M. BAckDAHL. Acta chir. scand., 1960, 118: 372. 


THE AUTHORS employed a proteolytic enzyme in a 
clinical therapeutic trial for 7 cases of deep burns and 
3 cases of skin necrosis after operations. 

The treatment was carried out by applying a freshly 
mixed enzyme solution to the burns and necrotic 
wounds. Daily dressings were applied, using a fresh 
solution each time. The slough resolved after 3 to 6 
days’ treatment, resulting in a clean wound. The 
wound surfaces were then treated with moist dressings 
for 2 to 4 days, after which skin grafts were applied. 
Results were uniformly satisfactory. 

No toxic side effects have been observed. In one 
instance bleeding of the wound surface occurred 
which was controlled by a pressure dressing. In 
another case the adjacent healthy skin was erythema- 
tous and tender as a result of overflow of the enzyme 
solution, showing the need for protection of the unin- 
jured skin adjacent to the treated area. 

—Robert Turell, M.D. 


Management of Burns in Children. A. W. Farmer. 
Pediatrics, 1960, 25: 886. 


THE AUTHORS review the experience with 3,950 con- 
secutive patients with burn admitted to the Toronto 
Hospital for Sick Children, Toronto, Canada over a 
period of 45 years. Many of these burns were minor 
and treated on an outpatient basis. In children, the 
morbidity and mortality from burns that are less 
than 25 per cent of the body surface remain con- 
siderable, however, and even with less than a 10 
per cent burn, shock and resuscitation may be a 
problem, especially with burns of the face and hands. 
The prognosis in severe burns is for about 50 per cent 
survival from a mixed burn of 50 per cent of the body 
surface, and with increasing severity the mortality 
rises rapidly. No contrast or comparison of mortalities 
through the years, as different modes of treatment 
have been employed, is given by the authors. 

Fluid requirements immediately after burns are 
calculated as 8 ml./10 pounds of body weight/per 
cent of burn. Half of this requirement is supplied as 


balanced electrolyte and half as some colloid such as 
blood, dextran, albumin, or plasma. Although this 
is a 24 hour amount, one-third or one-half may be 
given in the first 6 hours. For the second day, about 
one-half this amount is necessary. Intravenous fluids 
are supplemented by an allotment of water necessary 
for metabolism equal to 110 to 130 ml./kgm./24 
hours for infants or 75 to 90 ml. for children in the 
early teens. These fluids may be given by mouth or 
intravenously. 

Urinary output is a valuable indicator of the circu- 
latory status and should be about 15 ml./hour in 
infants and 25 ml. in older children. Oliguria with 
adequate fluid and electrolyte replacement usually 
means inadequate colloid replacement. 

Surgical treatment of the burned areas commences 
with gentle debridement of the burned areas. Anal- 
gesics are given to relieve pain. General anesthesia 
is only rarely necessary. 

First degree burns heal in about 10 days, regardless 
of the method of treatment. Second degree burns 
heal in 2 to 4 weeks, and small areas may be grafted 
for a better cosmetic or functional result. Full thick- 
ness burns are those that create the most serious sur- 
gical problem. The most severely burned patients 
must be treated on Stryker frames. If early surgical 
debridement of the slough is not elected, moist dress- 
ings of saline or sodium hypochlorite are used once 
or twice daily. If surgical debridement is elected, the 
procedure may commence on the fourth postburn 
day, when shock is well past. In extensive burns, ex- 
cision in stages is advisable. Skin coverage is preferably 
with autografts; however, homograft material is ex- 
cellent and at times essential. By using thin grafts, 6 
to 8 thousandths of an inch thick, donor sites may 
be made ready to be used again within 10 days. 

—Carl H. Calman, M.D. 


Infection of Burns. E. J. L. Lowsury. Brit. M. 7., 1960, 
1: 994, 


THE BACTERIAL FLORA of burns include gram nega- 
tive bacilli, especially Pseudomonas aeruginosa and 
proteus accompanied by Staphylococcus aureus, 
micrococci, Streptococcus faecalis, diphtheroid bacilli 
and aerobic spore-bearing bacilli in various combina- 
tions. Str. pyogenes is sometimes commonly present 
and at other times absent. Anaerobic cocci are rela- 
tively rare. The staphylococci include a preponder- 
ance of strains belonging to phage group 3 and a 
fairly high proportion of group 1 (type 80 strains). 
From 80 to 100 per cent are resistant to penicillin. 

The larger the area of burn, the longer it remains 
unhealed, the greater is the likelihood of colonization 
by pathogenic organisms. Prophylaxis has included 
chemical and physical methods. The combined appli- 
cation of polymyxin, chlorhexidine, and neomycin as 
a cream has been found effective. Many burns re- 
mained apparently sterile. Added infection with 
Staph. aureus, in particular, was greatly reduced in 
patients receiving this prophylactic cream. No satis- 
factory local or systemic chemoprophylaxis exists 
against proteus and some other groups of gram nega- 
tive bacilli. 

Physical methods of prophylaxis included change 
of dressing in a plenum ventilated room to which 20 


changes of filtered air per hour are delivered. Burns 
treated by the exposure method or with imperfect 
cover are especially prone to contamination in the 
wards. From the existing data it seems that the open 
and the dressing methods of treatment have advan- 
tages which are determined by the position of the 
burn, the climate, the patient’s preference, and vari- 
ous details of treatment. Shortcomings of chemo- 
prophylaxis and chemotherapy for infection of burns 
have prompted a renewal of interest in applying the 
principles of immunity, and it is possible on the basis 
of experimental work that the addition of gamma 
globulin to the infusion fluid may help severely burned 
patients to resist infection by an organism such as 
Ps. aeruginosa at the time that they are most suscep- 
tible to such infection. It has proved possible to keep 
a proportion of the burns free from Strep. pyogenes, 
Staph. aureus, Ps. aeruginosa, and some of the coli- 
form bacilli by a combination of physical and local 
chemotherapeutic barriers. Although the protection 
thus afforded is imperfect it has proved clinically 
valuable. 

There is a dilemma involved in the choice between 
encouraging formation of a dry, adherent crust and 
using chemoprophylactic creams which keep the 
burns moist. When the former method is used, 
pathogens appear more frequently, but perhaps 
cause less damage than they do when they can mul- 
tiply not only in the burn but also in wet dressings. 
Another dilemma is the fact that the risks of infection 
are greater in burn units than when burned patients 
are nursed in general wards. The importance of pro- 
tecting the burned surface from hospital flora must be 


emphasized, because the attempt at prophylaxis of 
the patient by systemic antibiotics has proved dis- 
appointing, and routine therapy for established infec- 
tion is impracticable or relatively ineffective except 
against Strep. pyogenes. —Allan D. Callow, M.D. 


The Rehabilitation of Patients with Deep Burns 
Connected with the Recovery of Function and 
Sensation of Grafted Skin Areas. A. J. SNEEP, J. F. 
and H. A. Meyuine. Verh. konin. nederl. 
akad. wetensch., 1959, 52: No. 3. 


THE AUTHORS report a detailed study, augmented 
with photographs, regarding a new method of in- 
vestigating the return of sensation to grafted skin and 
whether skin grafts may assume the sensation pattern 
of the adjacent skin or retain the properties of their 
site of origin. Histologic examinations of the normal 
skin and of the skin grafts were made by using mainly 
neurohistologic and histochemical methods for dif- 
ferentiating between cholinergic and adrenergic in- 
nervation. These findings showed that the grafts are 
transformed in a way to obtain the structure and 
innervation pattern of the surrounding skin. 

After investigations of sensation performed on 43 
patients with deep burns of the hands, treated by 
either primary or secondary grafting, the authors con- 
clude that the sensation in primary grafts almost com- 
pletely returned to normal and assumed the sensory 
pattern of the surrounding skin. The recovery of sen- 
Sation in secondary grafts was less favorable. The 
authors believe that the nerve supply in the skin is 
brought about partially by the vegetative nervous 
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system and by the cerebrospinal nervous system in 
secondary grafts. The authors gained the impression 
that the vegetative nervous net persists intact in the 
grafts. They believe that, to obtain optimal regenera- 
tion of the nervous elements, the time of application 
of the graft is the chief criterion and that the thickness 
and type of grafts are of minor importance. 

They conclude that primary excision and grafting 
are the ideal requirements which must be fulfilled if 
the problems involved in the reinnervation of grafts 
are to be studied in detail. A rather lengthy bibli- 
ography as well as numerous histologic plates accom- 
pany the monograph, and readers who have an 
academic interest in this problem are referred to the 
original for more detail. 

—Gordon F, Madding, M.D. 


INFECTIONS AND ANTIBIOTICS 


Studies on Dihydrostreptomycin Administered to the 
Pregnant and Transferred to Their Fetuses, Ha- 
YAMI Fujimori and Susumu Imat. 7. Jap. Obst. Gyn. Soc., 
1957, 4: 133. 


THE CONCENTRATION of streptomycin in the blood 
serum, urine, umbilical cord blood, amniotic fluid, 
placenta, lochia, and mother’s milk of pregnant and 
puerperal women was studied. Umbilical cord blood 
was obtained immediately after delivery and the 
amniotic fluid was obtained either by transuterine 
puncture, at the time of delivery, or at cesarean sec- 
tion. 

There were some differences in the blood serum 
concentration values in the nonpregnant woman and 
in women in various stages of pregnancy which could 
not be related to the differences in blood volume. 
Streptomycin injected into the amniotic fluid was very 
slowly absorbed into the maternal blood serum. 
When dihydrostreptomycin was administered to the 
pregnant woman by intramuscular injection, the 
streptomycin was transferred early into the umbilical 
vein blood and in the same degree in all stages of 
pregnancy. It could be detected in the umbilical vein 
blood in 35 minutes and the concentration curve was 
more gradual than that in maternal blood. The maxi- 
mum values were reached 3 to 4 hours after an injec- 
tion. A concentration in the umbilical vein blood 
lasted 5 to 6 hours. 

After the intramuscular injection into the pregnant 
women, the streptomycin appeared in the amniotic 
fluid. The more advanced the pregnancy, the greater 
the amount rapidly transferred into this fluid. Strep- 
tomycin was transferred to the mother’s milk for a 
long period, although in slight amounts. 

In addition to this clinical work, a study on rats 
was performed to determine the influence of dihydro- 
streptomycin on the hearing apparatus of pregnant 
rats. The young, born of rats treated with streptomy- 
cin during pregnancy, showed some dimunition of 
their hearing acuity if large doses of dihydrostrepto- 
mycin had been given to the pregnant rat. However, 
no abnormalities were noted in the young in cases in 
which less than 50 mgm./kgm. of body weight was 
given. 

In their discussion, the authors indicate that the 
streptomycin treatment during pregnancy must fulfill 
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two requirements: (1) treatment must be effective 
for the mother without secondary reactions; and (2) 
the child must be subjected to no injury. Whereas in 
the past the decision as to the proper dosage for the 
pregnant female was based on studies of the nonpreg- 
nant woman, this study is an attempt to evaluate the 
effect on the fetus so that dosage can be more in- 
telligently considered. The customary treatment for 
tuberculosis is the administration of streptomycin, 1 
gm., twice a week. The result of this study indicates 
that a daily dose of 1 gm. is safe and suitable for both 
the mother and child when kidney function is normal. 
With impaired renal function, the dose must be 
decreased. — Ward D. O'Sullivan, M.D. 


Staphylococcus Aureus from Air Borne Fibers in a 
Hospital Ward. Auprey W. GARDNER and K. G. 
Pore. Med. 7. Australia, 1960, 1: 127. 


Tuis stupy indicates that coagulase positive, anti- 
biotic resistant Staphylococcus aureus can be isolated 
from air borne fibers collected at bed height in a 
hospital ward. 

The sampling device used consisted of a fan and a 
filter through which air could be drawn. Samples were 
taken in a hospital ward within 2 feet of the nearest 
bed and at bed height. Sterile and nonsterile filters 
were used during various phases of the study. Organ- 
ism counts were made, fiber composition was studied, 
and when staphylococci were found, tests for coagu- 
lase production were carried out. 

All fiber samples were found to consist predomi- 
nantly of cellulose (cotton). The greatest protein (wool) 
count was only 7.1 per cent. 

Organism counts varied widely and could not be 
correlated with time of day or duration of collection. 

Of 1,171 organisms tested, 95 were found to be co- 
agulase positive; however, coagulase positive staphy- 
lococci were found in 6 of 8 separate samples. Anti- 
biotic sensitivity studies showed that these organisms 
were resistant to all antibiotics tested except chloram- 
phenicol and erythromycin. 

It is suggested that methods must be found to reduce 
the shedding of cellulose (cotton) fiber into hospital 
atmospheres because such shedding disseminates anti- 
biotic resistant bacteria. —jJohn J. Bergan, M.D. 


Increased Transmissibility of Staphylococci to Pa- 
tients Receiving an Antimicrobial Drug. C. A. 
BERNTSEN and WatsH McDerwott. N. England J. M., 
1960, 262: 637. 


THE PRESENT STUDY takes up the question of the trans- 
missibility of staphylococci in 2 groups of patients in 
residence at the same time in an unpartitioned adult 
male ward in the Bellevue Hospital, New York, New 
York. The observations extended throughout a 6 
month period. 

The two principal groups consisted of 130 patients 
who received no therapy and 120 patients whose only 
therapy was tetracycline. A third group of 44 patients 
received systemic therapy with antimicrobial drugs 
other than tetracycline. On admission to the hospital, 
the patients in each group had a carrier rate of ap- 
proximately 34 per cent. 

Tetracycline treatment of patients was associated 
with a 30 per cent increase in carriers of staphylococci, 


in contrast to the 11 per cent increase that occurred 
among the untreated patients. Likewise, the exchange 
of old strains for new strains of staphylococci, during 
hospital residence, occurred in 29 per cent more of 
the prehospital carriers who received tetracycline than 
among the untreated carriers. In 56 of the 60 treated 
patients who acquired new strains of staphylococci 
while in the hospital, the new strains were drug re- 
sistant. By contrast, the newly acquired strains of 
staphylococci were drug resistant in only 10 of the 27 
patients who received no antimicrobial therapy. 

It is concluded that a hospital environment appre- 
ciably increases the risk of producing a carrier of 
drug resistant staphylococci. | —Alan Thal, M.D. 


EXTRACORPOREAL CIRCULATION 


Experimental Studies with Extracorporeal Circuits 
as a Method to Enable Surgical Attack on Thoracic 
Aneurysms, W. GERALD AusTEN and Robert S. 
Suaw. J. Thorac. Cardiovasc. Surg., 1960, 39: 337. 


In A SERIES Of animal experiments various methods for 
shunting blood about occluding clamps placed on the 
descending aorta, the aortic arch, and the ascending 
aorta were tested. 

For the descending aorta bypass blood was removed 
either from the left auricle or the left subclavian artery 
and returned to the femoral artery. Gravity or suc- 
tion drainage from the left atrium was used in com- 
bination with a pump and direct connection be- 
tween the subclavian and femoral artery was com- 
pared with the connection in which a pump was 
interposed. 

For the lesions of the arch of the aorta, blood was 
removed from the left atrium either by active pump- 
ing or by gravity drainage and returned to the femoral 
artery and brachiocephalic artery. 

For ascending aorta or aortic bypass, blood was re- 
moved from the left atrium either by gravity flow or 
direct pumping and pumped to the femoral artery in 
either case. The ideal rates of flow in these experi- 
ments were found to be: for bypass of the descending 
aorta, 75 c.c./kgm./min.; for the aortic arch, distal 
aorta, 75 c.c./kgm./min.; thoracocervical trunk, 25 
c.c./kgm./min.; for bypass of the ascending aorta, 100 
c.c./kgm./min. Survival studies showed that minimal 
acceptable flow rates of about half the aforemen- 
tioned ones give survival rates between 64 and 88 per 
cent. Four clinical cases are presented to illustrate the 
application of the various types of bypass for resection 
of aneurysms of the thoracic aorta. 

—George R. Holswade, M.D. 


A Rotating Disc Blood Oxygenator and Integral Heat 
Exchanger of Improve herent Efficiency. JOHN 
J. Ossporn, M. L. Bramson, and FRANK GERBODE. 
J. Thorac. Cardiovasc. Surg., 1960, 39: 427. 


AN IMPROVED ROTATING DIsc filming blood oxygenator 
and integral heat exchanger is described which con- 
sists of 96 discs, 21 cm. in diameter as compared to 
the conventional 100 disc, 11.8 cm. apparatus. The 
new machine has an oxygenating surface 2.25 times 
that of the 11.8 cm. one; hemolysis under operating 
room conditions has been unmeasurable because the 
major cause of hemolysis is suction of blood from the 
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open heart by the “coronary sucker,” and that caused 
by the oxygenator has been too small in comparison. 
The apparatus is easily primed with 3,000 c.c. of 
heparinized blood for an adult and much less for a 
small child. 

The authors believe that patients perfused with 
their apparatus have been less sick postoperatively 
than those perfused with previous machines. Foaming 
has not occurred, and no antifoam has been used. 
There has been no severe postoperative bleeding, and 
the bleeding in general has been less. Hypothermia 
to 32 degrees C. or lower has been induced with ease 
and then the patient has been rewarmed with use of 
a separate blood heat exchanger. This apparatus can 
be used in conjunction with many existing pumping 
and control systems. —Albert M. Schwartz, M.D. 


The Effect of 2 Per Cent Carbon Dioxide on pH and 
pCO, During Extracorporeal Circulation. PETER 
H. Vites, JAy L. ANKENEY, and Lorna M. Cox. 
J. Thorac. Cardiovasc. Surg., 1960, 39: 619. 


Tue AUTHORS compared the effects of perfusion with a 
rotating disk oxygenator of 100 per cent oxygen with 
98 per cent and 2 per cent carbon dioxide upon 
the pH and the carbon dioxide pressure during ex- 
tracorporeal circulation. Flow rates varied between 
50 and 140 c.c./kgm./minute and averaged 80 
c.c./kgm./minute. 

The authors found that 100 per cent oxygen in an 
artificial oxygenator does not result in washout of 
carbon dioxide pressure. In fact, the pressure remains 
constant under these conditions, and minimal changes 
in pH occur. 

On the other hand, addition of carbon dioxide 
results in a rise in carbon dioxide pressure and thereby 
adds respiratory acidosis to the metabolic acidosis 
occurring with perfusion. These changes were in- 
creased with lengthened duration of perfusion when 
carbon dioxide was added, whereas with 100 per cent 
oxygen the changes tended to remain constant. 

It was concluded, therefore, that it is not necessary, 
and in fact may be detrimental, to add carbon diox- 
ide to artificial oxygenators during extracorporeal 
circulation. —Richard E. Gardner, M.D. 


Potassium Ion as a Cardioplegic Agent in Total Car- 
diac Bypass and During Hypothermia with Coro- 
nary Perfusion, ABRAHAM KapLAN and BERNARD 
FisHer. 7. Thorac. Cardiovasc. Surg., 1960, 39: 468. 


THE POTASSIUM ION has been used as a cardioplegic 
agent. Difficulty has been experienced on occasion in 
trying to reverse the effects of the potassium ion. The 
authors studied the effect of potassium in total cardiac 
bypass and during hypothermia with coronary per- 
fusion. They observed that restoration of heart beat 
was not associated with a simple washing out of the 
potassium. It was felt that an equilibrium within the 
myocardial fibers was disturbed and that it took some 
time for this equilibrium to be re-established after the 
use of potassium ion. 

No difference in speed of recovery was noted even 
though the coronary perfusion rate was increased con- 
siderably. The release of potassium ion from the 
cardiac musculature is in some way dependent on the 
activity of the muscle. The residual potassium in the 
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myocardium was not thought to be responsible for the 
production of temporary arrhythmias, branch blocks, 
or fibrillation. A higher concentration of potassium 
was found both in the atrial septal tissue and the 
ventricular septal tissue. It may be that some of the 
persistent arrhythmias are due to the presence of a 
greater amount of potassium in the conduction sys- 
tem. 

The authors conclude that potassium cardioplegia 
is difficult to control. On the basis of their data, they 
suggest that much caution should be used in the ap- 
plication of this ion for the production of cardioplegia. 

—Richard L. Lawton, M.D. 


ANESTHESIA 


Continuous Peridural Anesthesia (Anestesia peridural 
continua). JUAN A. Viaccio and SAMUEL RozEMBLUM. 
An. paul. med. cir., 1959, 78: 315. 


THE AUTHORS induced continuous peridural anesthesia 
in 464 surgical patients. The method was used mainly 
in surgery of the biliary tree, abdominal wall, genito- 
urinary tract, gastrointestinal tract, and breast. 

The technique, which is very simple and easy to 
perform, is based on the introduction of a polyethylene 
or urethral catheter into the peridural space through 
a special needle; doses of 0.5 to 2 per cent xylocaine, 
varying from 15 to 25 c.c., were injected repeatedly 
as necessary. 

There was only 1 case of serious complication due 
to respiratory paralysis which was successfully con- 
trolled. There were 23 cases of hemorrhage due to 
perforation of peridural veins, and 46 cases of post- 
anesthesia headaches. There were no deaths. 

— Mansur Taufic, M.D. 


Endotracheal Intubation; Effects on Blood Pressure 
and Pulse Rate. Cuartes C. Wycorr. Anesthesiology, 
1960, 21: 153. 


TWENTY-FIVE PATIENTS Over 21 years of age were 
studied during a total of 34 tracheal intubations to 
observe the change in blood pressure, the influence of 
succinylcholine upon this response, and the effect of 
regional and topical anesthesia on the rise in pressure. 
The tracheas of one group were intubated with surface 
anesthesia of the pharynx, larynx, and trachea. In 
another group tracheal intubation was performed with 
the aid of succinylcholine and in a third group a com- 
bination of both techniques was used. All patients 
were given small amounts of thiopental sodium 
intravenously. 

Succinylcholine produced a transient rise in blood 
pressure and usually an increase in pulse rate. Laryn- 
goscopy and tracheal intubation during the relaxation 
produced by succinylcholine caused an elevation of 
blood pressure; this was frequently a marked rise. 
Laryngoscopy and tracheal intubation with surface 
anesthesia only produced a definite rise in blood pres- 
sure which was significantly smaller than that pro- 
duced with tracheal intubation aided by succinyl- 
choline alone. Pressure of the laryngoscope on the 
epiglottis and base of the tongue probably contributed 
to the elevation in blood pressure when surface 
anesthesia alone was used for tracheal intubation. The 
administration of a belladonna drug did not decrease 
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the incidence or degree of pulse changes during 
laryngoscopy and tracheal intubation. 
— Mary Frances Poe, M.D. 


Endotracheal Anesthesia and Trauma Incident to 
Endotracheal Intubation. Kasimer Kowa Oral 
Surg., 1960, 13: 543. 


THIS ARTICLE reviews the historical development of 
endotracheal anesthesia, both equipment and tech- 
nique, and presents many of the complications which 
may be encountered in the application of endotracheal 
anesthesia. 

Trauma to the larynx probably is the most common 
sequela in endotracheal intubation. Trauma may be 
classified as direct or indirect. The direct type is that 
occurring during the actual process of intubation. 
Indirect trauma is that type of injury which is caused 
by either static pressure of the tube in situ or by 
motion of the tube secondary to movement of the 
larynx and the tracheobronchial tree during respira- 
tion, coughing, and straining. Cardiac arrhythmias, 
management of positive pressure and tension pneu- 
mothorax, and their relationship to endotracheal 
anesthesia are discussed. 

It is concluded that an understanding of this sub- 
ject will facilitate a better and safer anesthesia as 
well as promote greater respect for the agent and the 
material used for its induction. 

— Mary Frances Poe, M.D. 


A Hazard of Anesthesia in Ophthalmic Surgery. F. 
Barnett Matuinson and S. K. Coomses. Lancet, 
Lond., 1960, 1: 574. 


Tuts 1s a case report of a fatal evocation of the 
oculocardiac reflex during anesthesia for ophthalmic 
surgery in a child. In the experience of the authors, 
certain pulse irregularities manifest themselves in 4 to 
5 per cent of all operations on the eye, especially in 
operations on children and more especially during 
strabismus operations. These irregularities are attrib- 
uted to the oculocardiac reflex which is evoked by 
tension on the eye muscles and consist of bradycardia, 
extrasystoles, pulsus bigeminus, and even ventricular 
fibrillation. Atropine gr. 1/100, administered intra- 
venously, has been used when irregularities were 
detected, but the development of techniques to avoid 
evoking the reflex is recommended. A retrobulbar 
block with 0.5 per cent lidocaine after induction of 
general anesthesia was found to prevent reflex cardiac 
changes during tension on the rectus muscle during 
operation. — Mary Frances Poe, M.D. 


Rediscovery of Air for Anesthesia in Thoracic Sur- 
gery. H. F. Poppersaum. Proc. R. Soc. M., Lond., 
1960, 53: 289. 


THIS ARTICLE reports the application of air as the 
exclusive vehicle for anesthetic vapors during a series 
of 100 inductions for transpleural thoracic operations. 
Adequate minute volume was ensured by controlled 
ventilation with a positive-negative pressure device. 
Both vaporizers used delivered known concentrations 
of ether, chloroform, or halothane. One practical 
aspect of ether and air mixtures is that mixtures con- 
taining 5 per cent or less of ether may combust but 
do not detonate. Respiration of both lungs was 


recorded by means of two pneumotachographs which 
were connected to the two limbs of a Carlens tube. 
Oxygen saturation was monitored with the Atlas 
oximeter. Any deficient ventilation is clearly shown 
by an immediate decrease of oxygen saturation when 
air alone is used. 

Summarizing the findings of the oximetric studies 
established that in certain patients ventilation with 
air of one lung only is adequate to maintain the same 
blood oxygenation which was obtained when venti- 
lating both sides. In some patients with diseased lungs, 
separate ventilation of either side always resulted in a 
decrease in oxygen saturation. This observation was 
applied as a function test in evaluating patients for 
pneumonectomy or partial lung resection. 

It was concluded that expert ventilation with air 
combined with quantitatively known and easily con- 
trollable anesthetic vapors has a wide range of appli- 
cations and permits the safe use of anesthesia in the 
absence of gas cylinders and soda lime canisters. The 
method of broncho-oximetry described is a valuable 
supplement for the assessment of lung function. 

— Mary Frances Poe, M.D. 


Surgery in Asthmatic Patients. UNGER and 
James H. Jounson. South. M. 7., 1960, 53: 633. 


THE EXPERIENCE with 61 surgical procedures in 50 
asthmatic patients at Wesley Memorial Hospital, 
Chicago, Illinois is reported. There were no deaths. 
General anesthesia was used in 37 major procedures 
which included cholecystectomy, herniorrhaphy, thy- 
roidectomy, bowel resection, lobectomy, gastrectomy, 
and hiatus herniorrhaphy. Only a few patients had 
asthma after operation, and there was a low incidence 
of complications. 

Prior to surgery the asthma must be overcome by 
an antiasthma regimen carried out in specially de- 
signed rooms. In these rooms the mattresses are rub- 
ber and the pillows are rubber or dacron. The chairs 
are upholstered in leather or plastic, and there are no 
floor coverings. Flowers and smoking are forbidden. 
Each room is equipped with one or two air filters and 
an air conditioner. After operation the patients are 
returned directly to this room. 

An important consideration is the avoidance of 
extreme narcosis. Meperidine or morphine in small 
amounts is permitted if asthma is not present, but if 
asthma is present, no opiates are given. 

The authors believe that asthmatic patients whose 
asthma can be controlled before and after surgical 
measures are almost as good risks as nonasthmatic 
patients. —George R. Holswade, M.D. 


Anesthesia in Cesarean Section (L’anestesia nel taglio 
cesareo). SEVERINO MOoNTEMARTINI. Ann. ostet. gin., 
1960, 82: 69. 


THE AUTHOR, after an assessment of the complex prob- 
lem of anesthesia for cesarean section and an extensive 
study of the various procedures proposed by other in- 
vestigators, examines his own series of 530 cases of 
cesarean sections. The study has been carried out at 
the Department of Obstetrics and Gynecology of the 
University of Milan Medical School, Milan, Italy. 
Three methods of anesthesia were used: subarach- 
noid block without premedication, ether anesthesia 
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with a semiopen circuit, and general anesthesia. The 
subarachnoid block was obtained by injecting a solu- 
tion of nupercaine in 10 per cent dextrose into the 
fourth lumbar space. Fifteen minutes previously, the 
patients were administered 20 to 25 mgm. of methe- 
drine intramuscularly to prevent episodes of hypoten- 
sion. General anesthesia was induced with 200 to 250 
mgm. of pentothal intravenously and maintained with 
50 per cent nitrous oxide in oxygen, plus muscle re- 
laxants. 

The results according to the type of anesthesia em- 
ployed were evaluated by comparing the fetal condi- 
tion before and after the performance of the cesarean 
section. A total of 371 patients were subjected to sub- 
arachnoid anesthesia. In 121 of these a condition of 
fetal distress was present preoperatively. In 322 cases 
excellent results were obtained, and in only 38 in- 
stances was fetal distress present after the operation. 
Eleven fetal deaths occurred. General anesthesia was 
employed in 65 patients. In 27 instances there was 
preoperative fetal distress which was noted in 15 cases 
after the intervention. There were 7 fetal deaths. Fi- 
nally, 51 patients were operated upon with ether anes- 
thesia. In 24 instances a situation of fetal distress was 
present before surgery and in 13 cases this was noted 
postoperatively. Eight fetal deaths occurred. The per- 
centage of fetal deaths in relation to the type of anes- 
thesia are as follows: subarachnoid block, 1.88 per 
cent; ether anesthesia, 7.84 per cent; and general 
anesthesia, 7.69 per cent with an over-all mortality 
rate of 3.2 per cent. 

In considering the favorable results obtained with 
subarachnoid block, one must take into account the 
fact that this type of anesthesia was used in uncompli- 
cated cases. The author draws the conclusion that 
ether anesthesia is by all means the most dangerous 
for both the mother and the fetus. Subarachnoid block 
offers the highest margin of safety for the mother 
mainly because there is no danger of inhalation of 
vomited material, but, because it may induce uterine 
hypertonicity, fetal hypoxia can be brought about. 
Finally, the main shortcoming of general anesthesia is 
represented by the possibility of fetal respiratory alka- 
losis due to hyperventilation of the mother, with sub- 
sequent depression of the respiratory center. 

— Maria Serratto, M.D. 


er in the Renal Volume by Spinal Anesthesia 


with Associated Treatments. Yosuio Kusunoxt. 7. 
Jap. Obst. Gyn. Soc., 1957, 4: 150. 


AN ONCOMETER designed by the author was utilized 
to record the renal volume in spinal anesthesia and 
after the application of vasopressor agents and the 
infusion of blood or saline in combination with spinal 
anesthesia. Dogs under sodium thiobarbiturate 
anesthesia served as experimental animals. Blood pres- 
sure was recorded simultaneously. The changes caused 
by the spinal shock and the effect of treatment for the 
shock were analyzed from the standpoint of renal 
vessel contraction. 

Immediately after a spinal injection of nupercaine 
hydrochloride in a dose of 1 mgm./kgm. body weight, 
there occurred a sudden primary drop of blood pres- 
sure and a primary decrease in renal volume. During 
this period the pulse fluctuation became evident. 
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Then the changes gradually evolved to the secondary 
drop of blood pressure and to the secondary decrease 
of renal volume showing an after-fluctuation. The 
blood pressure began to increase after about 40 min- 
utes, but the renal volume did not do so within this 
period of time. 

When norepinephrine in a dose of 0.02 mgm./kgm. 
was given intravenously in combination with the 
spinal injection of nupercaine, the decrease in the renal 
volume took place more suddenly with a complete 
disappearance of fluctuations. The blood pressure in- 
creased suddenly. The effects of the norepinephrine 
were transient and the changes in blood pressure and 
renal volume began to disappear in a relatively short 
period of time. The sudden changes from the spinal 
shock were modified into gradual changes when blood 
or saline infusions were employed. The primary de- 
crease in the renal volume could not be completely 
prevented, but the secondary decrease could be pre- 
vented. The changes in the fluctuations became less 
evident and an after-fluctuation did not take place. 

—Mary Frances Poe, M.D. 


Vomiting by Outpatients After Nitrous Oxide Anes- 
thesia. R. I. Bopman, H. J. V. Morton, and E. T. 
Tuomas. Brit. M. 7., 1960, 1: 1327. 


THE AUTHORS PRESENT an investigation into some 
of the factors relating to the occurrence of vomiting 
in a group of 3,000 consecutive outpatients to whom 
nitrous oxide and oxygen were administered. 

The patients were not premedicated, and no sup- 
plementary drugs were given. Whenever possible, 
an interval of at least 4 hours had elapsed since the 
last meal. Vomiting occurred in 14.7 per cent of the 
patients. The vomiting rate was as high as 45.5 per 
cent or as low as 2.6 per cent, depending on the 
presence or absence of various factors. Children were 
more prone to vomit than adults. The longer the 
anesthesia was maintained the higher the incidence 
of vomiting. Some types of operation carried a much 
higher vomiting rate than others. It was highest, 
28.6 per cent, after reduction of fractures or disloca- 
tions. 

Comparative studies are likely to be misleading 
unless such variability is taken into account. About 1 
in 18 outpatients undergoing an operation for an 
injury sustained the same day brought up a poten- 
tially dangerous quantity of vomitus, despite an inter- 
val of over 4 hours between the last meal and the 
anesthetic. — Mary Frances Poe, M.D. 


INSTRUMENTS AND APPARATUS 


Frozen Sections. A. JAMEs FRENCH and C, J. LAFLER. 
J. Michigan M, Soc., 1960, 59: 591. 


‘THE AUTHORS REPORT experience with frozen section 
diagnosis from 1955 to 1956 and from 1957 to 1958, 
during which period 1,583 tissues submitted from 
1,107 operative procedures were frozen for rapid diag- 
nosis. The tissues were then fixed for permanent study, 
and the frozen section diagnosis was in agreement 
with the final diagnosis on control section in 1,527 of 
the 1,583 tissues, for an accuracy of 96.5 per cent. 

False negative and false positive diagnoses repre- 
sented 1.2 per cent and uncertain diagnoses 2.3 per 
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cent of the total. Details regarding the error in the 
final diagnosis are enumerated. The best results were 
obtained in diagnosis of lesions of the breast. The 
authors agree with Ackerman who condemns the ap- 
plication of rapid diagnostic methods to the study of 
lesions of the skin and mucous membranes. They had 
particularly discouraging experiences in diagnosis of 
lesions of the nasal mucosa. 

Although the accuracy of frozen section diagnosis 
varied according to the source of tissue and type of 
neoplasm, this limitation would not seem to preclude 
attempts to utilize the method for almost any given 
tissue. Factors which seriously limit or prevent subse- 
quent adequate histologic examination of tissue may 
occasionally preclude a definitive final diagnosis. For 
these reasons certain specimens, including those from 
skin and mucous membranes, when the lesion is small 
and the material limited, are not desirable. 

—Gordon F. Madding, M.D. 


The Emergency Treatment Cart in a Modern 
Hospital. Ropert S. DONNENFELD, Haro tp F. Bisuop, 
and Lenore R. Zouman. N. York State 7. M., 1960, 
60: 1467. 


AN EMERGENCY CART for ward and operating room 
use has been in service at Grassland Hospital, Val- 
halla, New York, since 1958. The cart combines the 
equipment necessary for the treatment of cardiopul- 
monary emergencies in a mobile unit with internal 
electric wiring, simplicity of operation, and a clear 
top working surface. If there is a possibility that cardio- 


pulmonary failure might result from a diagnostic test 
or a therapeutic procedure, the emergency cart could 
be kept in close proximity to the patient. If interim 
measures are in use to maintain the patient’s respira- 
tion and circulation, a mobile emergency cart could 
be transported quickly to the bedside to permit defini- 
tive treatment in an attempt to restore spontaneous 
cardiopulmonary function. 

The desired contents of an emergency cart may be 
described as means for respiratory and circulatory 
stimulation. In the respiratory category, since expired 
air resuscitation would probably be in progress when 
the emergency cart arrived, several simple mechanical 
aids should be available on the cart, such as double- 
ended airways or masks which could be interposed 
between the patient and the operator. More elabo- 
rate equipment should include the means for endo- 
tracheal intubation and bag breathing which will 
provide 100 per cent oxygen. A suction machine for 
the removal of obstructive secretions is mandatory. 

In the circulatory category the basic equipment is 
the thoracotomy knife. Ancillary equipment should 
include a simple thoracotomy set with a rib spreader. 
Electric apparatus should include a pacemaker and a 
defibrillator. Myocardial stimulants and depressants 
should be readily available with appropriate syringes 
and needles for intravenous or intracardiac adminis- 
tration. An auxiliary drug tray should include other 
medications which might be needed in the emergency 
situation, such as a vasopressor, digitalis preparations, 
or antiarrhythmic agents.— James H. Holman, M.D. 
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RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


Radiation Hazards in X-Ray Diagnosis. F. M. Hooper. 
Med. J. Australia, 1960, 1: 572. 


IT HAS BEEN SHOWN in a great many experimental 
animals that exposure to roentgen rays causes muta- 
tions, changes in the inherited factors which are 
passed on to future generations. Only two animals, 
the mouse and the fruit fly, have been thoroughly 
investigated for the genetic effect of exposure to 
roentgen rays. Their response to radiation differs, 
and it is uncertain how far we can transfer findings 
from these animals to man. 

The number of mutations depends on the dose 
received by the gonads. Careful technique reduces 
this radiation to an insignificant amount in all diag- 
nostic roentgenographic examinations except those 
in and close to the female pelvis and the male pubic 
region. Assuming that the effect is proportional to the 
gonad dose the risk can be expressed in r’s per gamete. 
This figure must be corrected for the expected num- 
ber of future offsprings. For instance, a teenager can 
be expected to have three children so the risk per 
gamete must be multiplied by three; a woman of 45 
years of age is unlikely to have more children and the 
risk is zero. There are no reliable estimates of the risk 
per r per gamete in humans. 

The high estimates of risk suggested by animal 
experiments are hard to reconcile with actual ex- 
perience in humans. A review of several thousand 
pregnancies after roentgenotherapy of the ovaries 
with doses of 50 to many hundreds of r reveals no 
higher incidence of congenital abnormality than in 
the general population. All research in animal muta- 
tions has been done with much higher doses than are 
used in diagnosis. 

Which of the estimates of risk is chosen depends 
partly on the use made of it. In industry one should 
assume maximum risk and provide the best possible 
protection. In diagnostic roentgenography the risk of 
exposure must be balanced against the risk of not 
giving the patient the benefit of a valuable diagnostic 
procedure. —Lois Cowan Collins, M.D. 


Tumor Localization with Transverse Tomography. 
Roswir and Sot M. Uncer. Radiology, 1960, 
: 705. 


TRANSVERSE TOMOGRAPHY is performed by means of a 
Stationary x-ray tube with the beam directed down- 
ward 25 degrees toward the patient, who may be erect 
or sitting, and a horizontal cassette beyond the patient. 
The patient and the cassette rotate 360 degrees in the 
same direction and at the same speed during the 
exposure. All structures in a selected transverse plane 
remain collinear and hence clear on the film; objects 
above or below cast moving shadows and are blurred 
out of the picture. Alteration of the angle from 15 to 
40 degrees changes the thickness of the cut from .3 to 
1.3 mm. Precise beam alignment and absolute patient 
immobilization are essential. The magnification factor 
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is 1.24 and is dependable and uniform. A specially 
designed multiplane cassette makes it possible to take 
5 pictures with one exposure. 

The examination is useful as an aid in diagnosis, in 
localization of tumors, and in treatment planning by 
making possible accurate individual transverse sec- 
tions of the part of the body requiring treatment. 
The radiation received by the patient is about 1.5 
times that required for conventional roentgenography. 

—Lois Cowan Collins, M.D. 


Hazards of Diagnostic Roentgenology in Obstetrics 
and Gynecology. H. Bull, Sloan Hosp. 
Women, 1960, 6: 1. 


THE AMOUNT OF RADIATION received by the fetus and 
the maternal gonads varies between 0.1 and 3 r per 
abdominal film, from 2 to 10 r for complete pelvim- 
etry, and as much as 30 r during fluoroscopy of the 
lower portion of the gastrointestinal tract. In human 
beings there is no data on early fetal death and 
resorption and little on mental or physical congenital 
defects, especially with radiation at diagnostic levels. 
It has been reported that the most radiosensitive 
period for production of anomalies in the human 
embryo is probably from the eighteenth through 
about the thirty-eighth day, while all of the organ 
primordia are being laid down by rapid differentia- 
tion from primitive cell types. During this period a 
dose of 40 r might produce serious abnormalities. 
This places emphasis on the avoidance of fluoroscopic 
examinations during pregnancy unless a real emer- 
gency obtains. The risk of leukemia after diagnostic 
irradiation to the fetus has been emphasized recently. 
However, a complete analysis of all available data 
suggests that human leukemogenic response has not 
been established on exposure to less than 100 r. These 
facts should make it evident that there is no justifica- 
tion for withholding desirable diagnostic examina- 
tions because of possible somatic damage to the child. 
Genetic damage also has been stressed recently. It 
has been stated that any amount of radiation pro- 
duces gene mutations, that the number of mutations 
produced is directly proportional to the radiation 
dose, that there is no threshold, and that there is no 
recovery. Therefore this hazard is always with us, and 
it has been calculated that each person receives a 
gonad dose of radiation of about 100 to 200 milli- 
roentgens per year from natural and unavoidable 
sources of radiation. Geneticists discuss this in terms 
of the effect of a ‘‘doubling dose,” or the amount of 
additional radiation which would double the total 
number of mutations ordinarily produced. The esti- 
mated total may vary between 30 and 80 r during 
reproductive life. —Stephen W. Carveth, M.D. 


Intraosseous Vertebral Plexus Venography. F. P. 
LessMANN and D. M. Prrese. Neurochirurgia, Stuttg., 
1960, 2: 175. 


TuIs REPORT from the Departments of Radiology and 
Neurosurgery, Roswell Park Memorial Institute, Buf- 
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falo, New York presents the technique and results of 
intraosseous vertebral plexus venography in the diag- 
nosis of vertebral and spinal cord lesions. The proce- 
dure is carried out by injecting 15 c.c. of 50 per cent 
hypaque into the selected spinous process through a 
bone marrow needle and immediately obtaining ap- 
propriate films. As the flow is always upward toward 
the heart, the injection is carried out below the level of 
he suspected lesion. 

Forty-four patients were examined by this method 
and 24 were also studied by myelography. The analy- 
sis of the cases showed that the vertebral plexus veno- 
gram had an accuracy equal to or better than that of 
the myelogram in extradural lesions of the spine caus- 
ing complete block. In cases of small defects in the 
pantopaque oil column, the vertebral plexus veno- 
gram seemed to have a lesser degree of accuracy in the 
limited number of these types of cases studied. The 
vertebral plexus venogram was not useful in osteo- 
blastic lesions of the bone where the flow of the dye 
into the surrounding venous channels was prevented 
by the osteoblastic replacement of the cancellous bone. 

The advantages of this diagnostic method over the 
myelogram appeared to be the speed with which this 
procedure could be performed (about 20 minutes, in- 
cluding development of the films). Also, less inherent 
complications associated with the myelogram were 
observed, and the postoperative reactions were much 
less severe in these patients than in those who had a 
myelogram. In addition, information as to the exten- 
sion of a lesion above the level of the block shown by 
myelographic examination was obtained by injection 
of opaque medium into the spinous process above the 
level of the lesion. — Joseph Ransohof, M.D. 


Gastric Carcinoma; Accuracy of Radiologic Diag- 
nosis. N. M. Stranpjorp, R. D. MosELey, JR., and 
R. L. Scuweinerus. Radiology, 1960, 74: 442. 


THE AUTHORS have analyzed all cases of gastric carci- 
noma diagnosed at the University of Chicago Clinics 
from 1950 through 1957 with a view to ascertaining 
the accuracy of radiologic techniques. The cases were 
classified as (1) correct, when an outright diagnosis of 
cancer was made; (2) can not differentiate, when the 
lesion found was described but could not be differenti- 
ated as benign or malignant; (3) incorrect, when the 
lesion was believed normal or benign, or was other- 
wise misinterpreted. 

The correct diagnosis was made in 78 per cent, and 
in 6 per cent a differentiation was not possible. The 
failure rate was 16 per cent. In only 14 of the 46 cases 
interpreted by these criteria as failure was the radio- 
logic interpretation that of “normal.” The accuracy of 
radiologic detection of lesions in this series of 283 
patients was 95 per cent. The higher level of inac- 
curacy was in the differentiation of lesions and inter- 
pretation of the findings rather than in the recognition 
of a deviation from normal. 

Cytologic study was performed in 157 of the 283 
cases and 15.3 per cent were incorrectly designated as 
normal. The highest accuracy for cytologic study was 
found in the same group of cases in which roentgen 
diagnosis was definitive. The percentage of error in 
radiologic diagnosis in any location in the stomach 
was not greatly different from the actual percentage 


of lesions in that location. In 64 cases without a posi- 
tive diagnosis of carcinoma by roentgenography, a 
positive diagnosis by means of gastroscopy was made 
in 38 per cent. —Lloyd D. MacLean, M.D, 


Pyloric Antral Mucosal Diaphragm with Transpylori 
and Rosert E. Catan. Radiology, 1960, 

4: 452. 


THE AUTHORS present the sixth reported case of pyloric 
antral mucosal diaphragm. This entity has occurred in 
both infants and adults and is characterized by inter- 
mittent attacks of nausea and vomiting. The vomitus 
is often undigested food without bile. Mucosal 
diaphragms at this site are believed to be congenital in 
origin since at the 7 to 9 mm. stage of the human 
embryo the esophagus and stomach are solid for a 
brief period. The membrane probably arises during 
this stage at a spot where secretion vacuoles fail to 
develop and to produce an adequate lumen. The 
symptoms are dependent upon the size and location 
of the opening in the diaphragm. If the outlet re- 
quirements are fulfilled, the size of the foramen is 
compatible with a normal existence or one in which 
the patient learns to cope with his deficiency by 
limiting his food intake and masticating very thor- 
oughly. 

The diagnosis can be made by gastrotomy and/or 
roentgenographic examination. The orifice in the 
diaphragm varies little, if at all, during the course of 
roentgen studies, but the best visualization is achieved 
during antral diastole. Incision of the diaphragm, 
enlargement of the foramen, or resection of the dia- 
phragm-bearing portion of the stomach have all 
resulted in cure of this condition. 

—Lloyd D. MacLean, M.D. 


Mesenteric Vascular Disease. C. C. Wanc and Joun 
D. Reeves. Am. 7. Roentg., 1960, 83: 895. 


THE AUTHORS Discuss some of the roentgenographic 
manifestations of mesenteric vascular occlusion that 
were observed during the past 10 years at the Mas- 
sachusetts General Hospital, Boston, Massachusetts. 
Eight case reports are presented. Because the roent- 
genographic manifestations of mesenteric vascular 
disease are rarely sufficient to yield a specific diag- 
nosis, the authors believe that an awareness of the 
multiple causes of mesenteric vascular occlusions as 
well as an adequate clinical history are essential to the 
proper interpretation of the roentgenographic find- 
ings. 

The presence of the classic pattern of gas dilated 
small and large bowel extending to the region of the 
splenic flexure was an uncommon roentgenographic 
finding in acute superior mesenteric artery occlusion. 
Of 18 cases of proved superior mesenteric artery oc- 
clusion, the roentgenographic findings in 13 patients 
were consistent with the presence of a nonspecific, 
bizarre ileus. In only 3 cases were the classic roent- 
genographic findings observed. Of 16 superior mesen- 
teric vein occlusions, 12 patients showed findings 
quite similar to those of arterial occlusions, namely, 
nonspecific ileus. Progressive ascites obscuring the 
intestinal gas pattern was noted in 2 cases. The dif- 
ferentiation, therefore, of mesenteric artery occlusion 
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from venous occlusion may be extremely difficult. 
Contrast studies in early cases of acute occlusion may 
show some swelling of the mucosal folds with thicken- 
ing of the bowel wall, luminal narrowing, and occa- 
sionally an intraluminal pseudotumor which is at- 
tributed to local gangrene and inflammatory reaction 
in the pericolic fat secondary to small peripheral em- 
boli. In subacute and chronic cases, the plain films 
may reveal no abnormality. ; 

Segmental narrowing of bowel lumen and fixation 
or ulceration simulating regional ileitis or ulcerative 
colitis, with or without signs of the malabsorption syn- 
drome, may be shown by contrast studies. 

Mesenteric vascular disease should be suspected in 
any patient in whom a syndrome resembling ulcera- 
tive colitis, regional enteritis, or malabsorption de- 
velops after aortic grafting or cardiac surgery. Aortog- 
raphy may or may not be helpful in demonstrating 
mesenteric vascular occlusion or diminution of 
mesenteric vascular flow. —H. W. Scott, M.D. 


Findings on Plain Roentgenograms of the Abdomen 
Associated with Mesenteric Vascular Occlusion 
with a Possible New Sign of Mesenteric Venous 
Thrombosis. Sipney W. NeEtson and WILLIAM Ec- 
GLesTon. Am. 7. Roentg., 1960, 83: 886. 


Tue auTHoRs describe an additional observation on 
plain roentgenograms of the acute abdomen which 
should suggest the possibility of mesenteric venous oc- 
clusion. They observed in 2 patients unspectacular 
curvilinear collections of gas in a single loop, or two 
adjacent narrow lumened loops of small bowel which 
did not change in distribution on roentgenograms of 
the upright or decubitus patient. In addition, the con- 
figuration and location of the gas collections did not 
change from one day to the next. 

The authors concluded that these loops, although 
they contained primarily gas and apparently only 
minimal amounts of fluid, probably were very rigid 
and thick walled, thus accounting for lack of redistri- 
bution of the gas and fluid according to gravity when 
the position of the patient was changed. In addition, 
since the distance between the narrow intraluminal 
gas shadows of adjacent loops did not change when 
the position of the patient was changed, the authors 
concluded that this distance was due to markedly 
edematous walls of two adjacent loops, rather than 
to intraluminal fluid or intraperitoneal fluid between 
the loops. 

The roentgenographic observations of other in- 
vestigators are also described. Frimann-Dahl called 
attention to the “pseudotumor” sign due to the 
water density mass seen on plain roentgenograms of 
the abdomen, apparently caused by the marked 
amount of fluid in the infarcted bowel lumen. Also 
cited is Harrington’s observation that the most strik- 
ing roentgenographic finding was localized distention 
of the intestines simulating a mechanical obstruction 
but having a distribution which corresponded to that 
of the superior mesenteric artery, with an abrupt 
demarcation of the distended intestine near the splenic 
flexure of the colon. 

A brief summary of the etiology, pathophysiology, 
and clinical findings of mesenteric vascular occlusions 
is also given. — Joseph M. Winston, M.D. 
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Gastrointestinal Carcinoid Tumors. IRwin BLuTH. 

Radiology, 1960, 74: 573. 

THE AUTHOR reviews the general problem of carcinoid 
tumors of the gastrointestinal tract with particular 
reference to the malignant carcinoid syndrome con- 
sisting of diarrhea, flushing and cyanosis, respiratory 
distress, and right-sided cardiac disease. He briefly 
describes the roentgenographic appearance of tumors 
in all segments of the gastrointestinal tract. It is sug- 
gested that all carcinoid tumors other than those in 
the appendix be considered malignant. 

Specific reference is made to the usual terminal 
ileum site of the lesion which most frequently metas- 
tasizes and eventually leads to the carcinoid syn- 
drome. The chief roentgenologic feature described is 
a polypoid mass with some degree of obstruction. 
Four illustrative case reports are presented. 

—Frank R. Hendrickson, M.D. 


Simple Distal Ileal Obstruction. BERNARD S. Epstein. 
Radiology, 1960, 74: 581. 


THE AUTHORS review the problem of obstruction of the 
small intestine and present the clinical and roentgen- 
ographic findings in 14 patients. It was emphasized 
that there can be great variation in length of history 
and degree of severity in symptomatology. 

The findings from initial multiposition plain film 
examinations of the abdomen are presented with com- 
ments concerning the difficulty in making an accurate 
diagnosis of obstruction versus ileus. 

The authors have administered contrast material to 
many of these patients, preferring to use the water 
soluble materials, and have found this technique of 
great value in both locating the site of obstruction 
and differentiating which loops are involved on the 
plain film examinations. 


—Frank R. Hendrickson, M.D. 


Diagnostic Roentgenography of Regional Ileitis (Le 
diagnostic radiologique de Tiléite regionale). P. 
Bopart, G. VAN TRAPPEN, M. Meuris, Ch. Dive, and 
J. Cornewis. Acta gastroenter. belg., 1960, 23: 47. 


THE AUTHORS analyzed the records of 37 cases of 
regional ileitis, the diagnosis in each established by 
roentgenographic, clinical, surgical, and/or histologic 
observations. In 30 cases the terminal ileum (15 to 
45 cm.) was involved; in 2 there was diffuse jejuno- 
ileitis, and in 5 ileocecitis. Seventeen patients were 
males and 20 females; their ages ranged from 20 to 40 
years with three exceptions of 61, 52, and 45 years. 

In this analysis the ileum only was studied. Roent- 
genographic manifestations were grouped as modifi- 
cations of pattern, contraction, caliber, or borders. 
A change in mucosal pattern was noted in every case, 
with a “dry” image in contrast to the “‘wet” of in- 
testinal hypersecretion; when folds persisted they 
were thickened or abnormally oriented, ill-defined, 
often manifested as “coin valleys” between two large 
craters. At times pseudopolyplike images were seen. 
The borders of the diseased segment showed asym- 
metry, indentation, thickening or spiculation (cob- 
blestone pattern), sometimes with fistulization. The 
mesenteric border was regularly curvilinear; the anti- 
mesenteric border was often a parallel-lined double 
image. The folds were transversely oriented and the 
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border festooned. The contractions were asymmetric; 
the mesenteric border was rigid and the antimesen- 
teric border moved in a creeping fashion, with the 
formation of eccentric pockets (Kantor’s sign). 
Changes in caliber included the classical “string 
sign,” polypoid formation, and irregularities present- 
ing as alternating contractions and dilatations. The 
adjacent bowel was thickened or pericolitis from ileal 
adhesions was present. 

The roentgenographic characteristics of regional 
ileitis, as summarized by the authors, are these: The 
distal segment is symmetrically narrowed and tube- 
shaped; the medium segment shows a mesenteric 
border regularly curved while the antimesenteric 
border is festooned; the proximal segment is broad 
with crests and valleys. The juxtaposition of these 
three types of segmental alterations on the same loop 
makes the diagnosis. There are six illustrative repro- 
ductions of roentgenograms. 

—Edwin J. Pulaski, M.D. 


The Roentgen Findings in Severe Pseudomembra- 
nous Enterocolitis. S. B. FEINBERG. Radiology, 1960, 74: 
778. 


THE INCIDENCE of pseudomembranous enterocolitis has 
increased with the wide use of antibiotics. Although 
numerous articles on the subject have been published, 
the roentgen appearance has been neglected. Of 48 pa- 
tients with pseudomembranous enterocolitis observed 
between 1951 and 1959, only 25 had roentgenographic 
examinations during the illness. These patients are the 
subject of the present report. Fifteen of them had been 
operated upon, principally for conditions of the biliary 
tract. Ten had been treated medically. A wide variety 
of surgical and medical diagnoses was represented, 
indicating that no one basic etiologic agent can be 
incriminated. Stress was the only factor common to all. 
Sixteen had been extensively treated with antibiotics. 
Only 3 patients survived. Vascular occlusion of the 
intestine was found only once. 

Roentgen examination in 17 of the 25 patients re- 
vealed findings suggestive of incomplete or complete 
obstruction, the most striking feature of which was its 
unchanging character. The roentgen findings were 
primarily limited to the small intestine, as were the 
pathologic findings. Although the diagnosis was not 
made roentgenographically in the early cases, increas- 
ing awareness has resulted in the diagnosis being sug- 
gested with increasing accuracy. 

Contrast material was not used in the published 
cases. —Lois Cowan Collins, M.D. 


Percutaneous Transhepatic Cholangiography. J. J. H. 
M. Daniéts and W. J. H. Scumipt. Arch. chir. Neerl., 
1960, 12: 71. 


Tue AUTHORS reviewed the world literature regarding 
percutaneous transhepatic cholangiography. They 
studied 157 cases including their own. The method 
was limited to cases of “regurgitation jaundice” as it 
is in these cases that the oral and intravenous use of 
contrast media does not readily permit visualization 
of the bile passages. 

The method consists of inserting an 18 cm. needle 
with obturator through the tenth intercostal space 
slightly dorsal to the anterior axillary line and aimed 


at the liver hilus while the patient is under local anes- 
thesia on the x-ray table. When the needle has 
entered the liver, the obturator is removed and a 
syringe containing saline solution attached. The 
needle is then further advanced, with constant nega- 
tive pressure until bile is obtained. Two to 5 ml. of 
bile is obtained for culture and cytologic examination, 
A few c.c. of 45 per cent pyelombrin is injected under 
fluoroscopic control and, if the bile system is visual- 
ized, from 15 to 25 ml. of contrast medium are in- 
jected and roentgenograms are taken with the patient 
in flat and upright positions. As many roentgeno- 
grams are taken as necessary to visualize the bile sys- 
tem properly. After this procedure the patient is kept 
under close observation for signs of peritoneal irrita- 
tion and within 24 to 48 hours surgery on the biliary 
tract is performed. 

The method is not without danger. Two fatal com- 
plications occurred: 1 patient had bile peritonitis and 
1 had intraperitoneal hemorrhage. The advantages of 
the method are said to be: (1) Diagnosis of post- 
hepatic obstruction can be demonstrated or excluded 
early; (2) localization of obstruction can be deter- 
mined before surgery is performed; (3) a preoperative 
sample of bile is available for culture, chemical, and 
cytologic examination; and (4) it may be possible in 
some cases to determine inoperability thereby pre- 
venting an unnecessary laparotomy. 

—John F. Hudock, M.D. 


Intravenous in the Diagnosis of 
Acute Cholecystitis. Henry C. Jonson, Jr. 7. M. 
Ass. Georgia, 1960, 49: 106. 


APPROXIMATELY 200 patients with acute abdominal 
illnesses have been examined by emergency intrave- 
nous cholangiography at Grady Memorial Hospital 
in Atlanta, Georgia over the past 3.5 years. 

This study, predicated on the acceptance of the 
theory of cystic duct obstruction in the pathogenesis of 
acute cholecystitis, demonstrated opacification of the 
biliary duct in 60 per cent of patients in the series, and 
in this 60 per cent a proved diagnosis was made in 62 
patients, an accuracy correlation of 100 per cent. 

After initial testing for sensitivity, an intravenous 
dose of 20 c.c. of iodipamide was given and roentgeno- 
grams in prone left anterior oblique position with a 
Potter-Bucky diaphragm were obtained in 10, 20, and 
30 minutes. Findings on these films determined the ne- 
cessity for and the timing of subsequent films. No 
serious reactions were encountered. 

Certain pitfalls in emergency cholangiography are 
enumerated. With care, false positives and negatives 
should be avoided. 

Cystic duct obstruction appears to be an essential 
feature of acute cholecystitis and can be directly iden- 
tified by this procedure, thus reducing diagnostic 
error. —W. Foster Montgomery, M.D. 


Reactions Associated with Intravenous Urography. 
Eucene A. Hitpretu, Henry P. PENDERGRASS, 


Roperick L. Tonpreau, and Davw J. RitcHiE. 
Radiology, 1960, 74: 246. 


THE CLINICAL PICTURE of reaction varies. In 102 fatal 
reactions, the most common symptom, present in 75 
per cent of patients, was dyspnea. Shock and cyanosis 


were the next most common symptoms. Less frequent- 
ly encountered were frothy sputum, respiratory arrest, 
convulsions, nausea and vomiting, and asthma. 
Laryngeal edema was rare. 

The time elapsing between administration and the 
onset of fatal anaphylaxis was very short, less than 5 
minutes in the great majority. 

All evidence indicates that toxicity is not the major 
factor in the fatal reactions. Instances have occurred 
after intracutaneous injection of as little as 1 c.c., as 
well as after conjunctival tests, intravenous injections 
of 1.0 c.c., oral administration for cholecystography, 
and aspiration for bronchography. Exceptions in 
which toxicity seemed to play a critical role have been 
in children who had received doses which were very 
large for their body size and in patients otherwise 
severely ill. 

At present the means are lacking to predict accu- 
rately which patient will react adversely to the iodides. 
For prevention, the clinical history, with emphasis on 
allergy, is the sine qua non, and urography should be 
avoided in the allergic subject when possible. The 
authors believe that immediate wheal and erythema 
skin tests of the reagin type are worthless in predicting 
reactions to the iodides now being used and they 
recommend that patients should be tested by observing 
tolerance to a small dose of the material being used. 

If the likelihood of reaction seems great and the in- 
dications for urography are sufficient to warrant the 
risk of examination, it is suggested that either 0.5 to 
1.0 c.c. of epinephrine, 1:500 in oil, be given intra- 
muscularly 30 minutes prior to the intravenous test, 
or 200 to 300 mgm. of hydrocortisone be given orally 
3 to 4 hours before the test dose, or both. 

In therapy, 0.5 c.c. of aqueous epinephrine 1:1000 
is given immediately. If the patient is in shock, half 
the dose should be given slowly intravenously and 
repeat doses given every 10 to 15 minutes as indicated. 

—Lois Cowan Collins, M.D. 


Phlebography of the Lower Extremity. STANLEY M. 
oer and James A. DEWeEEsE. 7. Am. M. Ass., 1960, 
172: 1599. 


THE MAIN DEEP VEINS of the entire leg can be demon- 
strated satisfactorily using a long film, 14 by 34 inches, 
and a functional ascending method. The examination 
is made with the patient in a semierect position, a 
tourniquet placed above the ankle, and 40 c.c. of 50 
per cent hypaque injected in approximately 1 minute 
into any vein on the dorsum of the foot. Films are 
made before and after vigorous standard exercise. 

Complications have been minimal in a group of 159 
patients who had 273 injections. No accident of deep 
vein thrombosis was encountered nor was the course 
of known phlebothrombosis altered recognizably. 

The exercise procedure helps to mix the contrast 
medium, redistribute it in the veins, and propel it 
cephalad. In about half the patients the deep femoral 
vein is well demonstrated because it has a distal con- 
nection with the popliteal vein. In the other half the 
deep femoral vein is seen only partly at its upper end 
or not at all. After identifying the main deep veins all 
other veins are termed “‘accessory veins.” 

The extremities may have abnormal deep veins of 
two varieties: 
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Type A. Patients with varicose veins may demon- 
strate deep channels which are wider than normal 
and lack valves but have smooth walls and no filling 
defects. This type is seen in about one-third of the pa- 
tients with varicose veins. The others have normal 
deep veins. 

Type B. Patients with previous deep phlebitis may 
demonstrate patent deep veins but these are char- 
acterized by lack of valves and irregular walls and 
channels, never wider than in normal patients. 

When the deep thigh veins can be called abnormal 
in the sense of either type A or type B there is only 
fair or poor emptying after exercise. 

In patients with acute phlebothrombosis, deep 
veins which contain fresh clots may be absent on the 
roentgenograms, or the opacified vessel will demon- 
strate characteristic defects. In obvious cases of acute 
phlebothrombosis the amount of exercise during the 
examination is restricted. 

Lack of filling of a deep calf vein may represent 
failure of method and it alone cannot be taken as 
unequivocal evidence of thrombosis. This is particu- 
larly true in the case of the anterior tibial veins. 

In identifying clots in cases of questionable acute 
deep phlebothrombosis the filling defects must meet 
the following two requirements: (1) the defect must 
have sharp margins in an otherwise heavily opacified 
vein, and (2) the defect must be seen identically on at 
least two roentgenograms. 

Failure of any of the deep calf veins to fill may be 
assumed to be the result of thrombosis when the 
other deep veins show evidence of recanalization or 
characteristic collateral venous bypasses. This method 
is not recommended as definitive for demonstrating 
incompetent perforators. 

—Lois Cowan Collins, M.D. 


ROENTGEN AND COBALT TELETHERAPY 


Physical Studies on a Short-Treatment-Distance 
Cesium 137 Teletherapy Unit. A. Cote, W. K. Sin- 
G. H. FLercuHer, and G. C. Jounson. Radi- 
ology, 1960, 74: 731. 


THE USEFULNESS of a new short-treatment-distance 
cesium 137 teletherapy unit is evaluated. The physical 
characteristics of the unit and modifications to improve 
its usefulness are described. The unit is supplied with a 
nominal 800 curie source; it is 2.86 cm. in diameter, 
1.8 cm. thick, and has an initial exposure rate of 3.62 
r per minute at 1 meter. The output follows the inverse 
square dependence to 1 per cent up to 16 cm. SSD 
and is 75.2 r per minute at 22 cm. SSD. Measure- 
ments over a 7 month period show less than 2 per cent 
decay. The dose at the skin surface is minimum, 
building up to a maximum at a depth of 1.3 mm. as 
compared to a depth of 0.4 mm. for cobalt 60. This 
results in a “‘skin-sparing” effect. Collimation is by 
adjustable diaphragm or by closed or open cones. 
These tend to increase the dose in the initial layers of 
skin due to “contamination” electrons. This factor is 
diminished by a device producing a magnetic field 
across the treatment beam of up to 1,400 gauss. 

An open cone with primary and secondary collima- 
tors at 20 cm. is preferred for the treatment of tumors 
within 3 cm. of the skin surface. 
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Depth dose data are given for 15, 22, and 30 cm. 
SSD for field sizes defined by the 50 per cent isodose 
contours. —Lois Cowan Col!'»:, M.D. 


Treatment of Carcinoma of the Middle Ear by the 
4 MV Linear Accelerator. K. S. Hotmes. Proc. R 
Soc. M., Lond., 1960, 53: 242. 


From 1932 To 1937, carcinoma of the middle ear was 
treated by surgical excision plus routine postoperative 
radium tube implants in the wound. After 1937, the 
patients were usually treated by 250 or 500 kilovolt 
radiations directed through multiple ports—one dom- 
inant ipsilateral port plus a cluster of contralateral 
ports. A few patients were treated with multiple ports 
using the 10 gm. radium source. 

More recently, three directed beams from the 4 MV 
linear accelerator are used, one homolateral beam 
balanced by a contralateral submandibular and a con- 
tralateral temporal beam. Dose levels of 5,000 to 5,500 
rads in 3 weeks were used. Survival data on 71 treated 
patients are presented. The rate of survival at 2 years 
is twice as good after using supervoltage (77 per cent) 
as after using conventional voltage (35 per cent). 

—William T. Moss, M.D. 


A Wedge Filter Approach with 4 MV Radiation to 
the Treatment of Carcinomas of the Alveolus and 
Antrum., J. G. Stewart. Proc. R. Soc. M., Lond., 
1960, 53: 239. 


THE AUTHORS POINT OUT that whereas beams pro- 
duced at 200 kilovolts are difficult to modify signifi- 
cantly with wedge filters, beams produced at 4 MV 
are effectively altered. These filters find their greatest 
indications in eccentric lesions such as those of the 
lower alveolus and antrum. 

Typical examples of the use of wedge filters are giv- 
en for each of the aforementioned sites. Survival rates 
and local recurrence rates at 2 years indicate that the 
patients tolerate treatment better when 4 MV is used. 
Results are not otherwise significantly different but 
are suggestively better with the beams produced at 
4 MV with wedge filters than after conventional tech- 
niques. —William T. Moss, M.D. 


Nasopharyngeal Malignant Tumors. JERomME M. 
VaETH. Radiology, 1960, 74: 364. 


Tuts sTupy is based on an evaluation of 82 consecutive 
patients with malignant nasopharyngeal tumors who 
were treated from 1932 to 1954 in the Department of 
Radiology of the University of California, San Fran- 
cisco. All tumors were histologically verified and the 
patients were followed up. Of this group 23 or 28.2 
per cent survived 5 years or longer. The disease re- 
mained unrecognized by patient and physician for 
an average of 8 months with a high percentage of 
patients being treated conservatively or surgically 
under mistaken diagnosis. The most frequent symp- 
toms and signs were cervical adenopathy, nasal ob- 
struction and bleeding, and deafness. Many patients 
had involvement of cranial nerves and/or skull erosion 
at the time of correct diagnosis. 

The treatment, in general, consisted of local irra- 
diation of thé nasopharyngeal tumor and immediate 
lymphatic drainage areas, either by external roentgen 
therapy alone or combined with intracavitary irra- 


diation as well as external irradiation to the cervical 
lymph node areas when nodes were palpable. Sixteen 
of the 23 patients without palpable cervical adenop- 
athy received no treatment to the cervical node 
area. Details regarding comparative incidence, sex 
incidence, race incidence, and pathology of the tumor 
including staging are given in the original article. 
—Gordon F. Madding, M.D. 


Effects of Radiations on the Heart. ARTHUR JoNEs and 
Joun Wepcwooon. Brit. 7. Radiol., 1960, 33: 138. 


CARCINOMA OF THE BREAST, irradiated by a technique 
which includes a direct parasternal field, is shown to 
be suitable for studying the intrinsic roentgen sensi- 
tivity of the heart by electrocardiography. A planned 
study was made of 25 consecutive female patients re- 
ceiving 250 kilovolts roentgen ray therapy for carci- 
noma of the breast. 

The examinations included 12 lead electrocardiog- 
raphy at prescribed intervals from the start of roent- 
gen therapy for a period of as long as 2 years. Clinical 
and fluoroscopic examinations showed no changes in 
the heart in any case. Reasons are given for regard- 
ing electrocardiographic changes observed in leads 
V, and V, in 9 cases and in lead V, in 8 cases as 
being positional and of no pathologic significance; 
the former had previously been described as cardiac 
irradiation effects. Pathologic changes in the electro- 
cardiogram developed in 4 patients, 16 per cent; 
these occurred mainly in patients having previous 
evidence of ischemic heart disease and were symptom- 
less, apparently trivial, and usually transient. The 
possible pathogenesis of these changes is discussed. 
While such studies have provided evidence of a car- 
diac effect of irradiation it is important that they 
should not, on present information, be used to limit 
essential roentgen therapy.—Frank L. Hussey, M.D. 


The Effect of Radiation upon the Heart. Mary Cat- 
TERALL. Brit. J. Radiol., 1960, 33: 159. 


TWENTY-SIX PATIENTS were investigated clinically, 
roentgenologically and electrocardiographically, be- 
fore and after radiation. Six of the patients had carci- 
nomas of the bronchus and were treated with a radical 
course of radiation from the cobalt 60 unit. They re- 
ceived a total dose of 4,000 rads delivered in daily 
fractions over a period of 1 month. 

The other 20 patients were treated for carcinoma 
of the breast after mastectomy, by use of 250 kilovolt 
machines with 1 mm. copper and a half value layer 
of 1.74 mm. copper. The treatment was planned to 
deliver to the chest wall and the axillary, supraclavic- 
ular, and internal mammary lymphatic glands a dose 
of 3,650 r in ten fractions on alternate days over a 
period of 3 weeks. The electrocardiograms of all 6 
patients with carcinoma of the bronchus were physio- 
logic before treatment and remained so after treat- 
ment. It was believed that in these cases the myocar- 
dium of the heart did not receive the tumor dose of 
4,000 rads. The position of the heart relative to the 
beam of radiation was demonstrated roentgenologi- 
cally, and the dose received by the left ventricle was 
calculated. When the left ventricle received an esti- 
mated dose of between 2,200 and 3,200 r in 3 weeks, 
electrocardiographic changes limited to the T wave 
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occurred and indicated organic injury to the myo- 
cardium. This injury was temporary and the lesion 
behaved in an entirely innocent way. 

Pre-existing cardiac disease of severe degree may 
possibly be permanently worsened and it may be 
better to subject such patients to radical surgery 
rather than roentgentherapy. 

—Frank L. Hussey, M.D. 


RADIOACTIVE ISOTOPES 


Radioactive Iodine Studies in the Diagnosis of Hashi- 
moto’s Thyroiditis. I. P. C. Murray and E. M. 
McGirr. Brit. M. 7., 1960, 1: 838. 


AttHoucH Hashimoto’s thyroiditis has recently been 
the subject of extensive investigation, relatively little 
attention has been paid to radioactive iodine tests. 
This article reports findings in 41 patients with Hashi- 
moto’s thyroiditis in whom routine I! studies were 
made. 

Of the 41 patients investigated, 18 were euthyroid 
and 23 were hypothyroid. Hashimoto’s thyroiditis was 
confirmed on histologic studies or by biochemical ab- 
normalities and positive precipitin tests. 

The gland uptake of I'*! was measured at 24 and 48 
hours after administration of an oral dose of 25 milli- 
curies. The serum radioactive protein bound iodine 
was measured on a 48 hour blood sample. The butanol 
extractable fraction was determined, and scanning of 
the neck was carried out with a shielded end window 
Geiger counter. 

Uptake studies were compared with those of 85 pa- 
tients with myxedema. Only 3 of these had gland up- 
takes of greater than 19 per cent of the dose compared 
with 13 of 23 hypothyroid patients with Hashimoto’s 
thyroiditis. Of the 18 euthyroid patients with Hashi- 
moto’s disease, 16 had uptakes in the normal range 
and 2 had an uptake of greater than 50 per cent. 

In 24 of the Hashimoto patients the 48 hour radio- 
active protein bound iodine was greater than 0.3 per 
cent of the dose per liter. This comprised 12 each of the 
hypothyroid and euthyroid groups. Only 1 of the pri- 
mary myxedema patients had a radioactive protein 
bound iodine uptake of over 0.3 per cent. 

In previous reports of radioactive iodine studies in 
Hashimoto’s thyroiditis there seems to be general 
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agreement that the gland uptake may vary greatly. In 
this study the uptakes varied from 2 to 64 per cent. 

In euthyroid patients with a firm goiter, in whom 
there is a diagnostic difficulty in distinguishing be- 
tween Hashimoto’s thyroiditis and subacute thyroid- 
itis, a normal uptake of I'*" favors the former condition 
and a low uptake favors the latter. 

When the results of I'*! uptake studies and the 
serum PBI"! are considered in conjunction, more use- 
ful information is gained. It is clear that unusual 
combinations of results, such as a low or normal up- 
take in association with an elevated serum level, de- 
serve careful thought and that when they are found, 
a diagnosis of Hashimoto’s thyroiditis should always 
be considered. —John F. Bergan, M.D. 


The Use of Radioactive Iodine in the Evaluation of 
Thyroid Nodules. Josepu N. Artie. Surgery, 1960, 47: 
611. 


IT HAS BEEN SHOWN that malignant thyroid tissue 
picks up only a small fraction of ingested radioactive 
iodine as compared to normal thyroid tissue. By de- 
termining the relative amount of ingested radioactive 
iodine picked up in the nodule as compared with the 
amount concentrated in the remainder of the thyroid 
gland, it is feasible to classify thyroid nodules as 
“cold,” “warm,” or “hot,” depending on whether 
their respective uptake was less than, about the same 
as, or more than that of the nonnodular thyroid 
tissue. 

The author reports on the results in a limited series 
of cases in which carcinoma was found in 2 of 16 
“hot” nodules and 1 of 28 “warm” nodules. This 
would seem to indicate that the use of radioactive 
iodine pick-up studies for differentiating between 
benign and malignant nodules of the thyroid gland 
is not wholly reliable. The finding of carcinoma in a 
hyperfunctioning nodule may be due to one of three 
causes: (1) the carcinoma may be a functioning fol- 
licular carcinoma with great avidity for iodine; (2) 
the “hot” nodule may be a benign adenoma which 
obscures a neighboring nonpalpable carcinoma; or 
(3) the thyroid tissue immediately surrounding a non- 
functioning carcinoma may be hyperfunctioning, and 
pick up more iodine than the remainder of the gland. 

— james H. Holman, M.D. 
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SURGICAL TOPICS OF GENERAL INTEREST 


ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


Failure in Temperature Regulation During Progres- 
sive Dehydration, ALrIck B. HERTZMAN and Iain D. 
Fercuson. U.S. Armed Forces M. 7., 1960, 11: 542. 


Sruptrs regarding the effect of dehydration on the 
thermal threshold for sweating were made on male 
subjects who during each experiment spent 32 hours 
in a climate chamber under controlled conditions. 

The following items were recorded during these 
experiments: weight losses, skin and oral tempera- 
tures, regional and total sweating rates, electrocardio- 
grams, volume pulses in toes and finger pads, and 
urine outputs. Sixteen experiments were made on 14 
male subjects. As a result of these studies the authors 
concluded that: 

1. Dehydrating subjects lost weight at the rate of 
0.5 per cent per hour of exposure in comparison to 
normal hydrated subjects. 

2. Body temperatures rose as much as 0.1 degree C. 
per hour, but total evaporative heat loss changed very 
little despite the increase in body temperatures. This 
rise in temperature was attributed to inadequate 
sweating due to a rising threshold for sweating. 

3. Regional sweating rates varied widely during 
exposure of the dehydrating subjects. 

4. No evidence of peripheral circulatory failure was 
noted in these experiments, indicating that this has no 
direct influence in accounting for heat storage as was 
previously believed. —John 7. Hudock, M.D. 


The Importance of the Afferent Circulation in the 
Structure and Function of the Liver (Importanza 
della circolazione afferente sulla struttura e sulla 
funzione del fegato). MANFREDI SERVELLO. Chir. pat. 
sper, 1959, 72 1117. 


IN A SERIES of about 300 dogs, various operative tech- 
niques were carried out. Four chief aspects of this study 
are emphasized. Firstly, a decreased arterial blood 
supply was created by ligature and total excision of 
the hepatic artery; secondly, an increased supply was 
provided by anastomosing the splenic vein to the 
aorta; thirdly, a decreased venous blood supply was 
produced by means of the creation of the classical 
fistula of Eck; and fourthly, an increased venous supply 
was provided by means of an inverted Eck’s fistula, 
that is, the usual Eck’s fistula was created and then the 
inferior vena cava was ligated proximal to the level 
of the arteriovenous anastomosis. 

The vast amount of data in the 123 pages of this 
article, including 128 photographic, tabular, sche- 
matic, and graphic reproductions, can here be re- 
viewed only in the form of a few brief general state- 
ments. 

On the whole, increases in the venous or the arterial 
circulation have differed markedly only in a quantita- 
tive sense; the modifications in function were more 
pronounced in the instances of arterial increase, and 
consisted in good maintenance of the parenchymatous 
cellular tissues of the liver, even to a tendency to 
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active regeneration of cells in cases of partial resection, 

The animals subjected to ligation and total excision 
of the hepatic artery (arterial decrease) showed a high 
death rate; the immediate mortality of the animals so 
treated was 40 per cent, despite the concomitant ad- 
ministration of large doses of antibiotics, and another 
35 per cent died within 2 years of hepatic deficiency, 
Two years after the operation the liver cells showed 
extensive degenerative changes of both the cellular 
cytoplasm and the nuclei, the process, however, never 
progressing far enough to resemble liver cirrhosis in 
the human subject. Such a resemblance could only be 
approached by means of adding a further injury to 
the liver parenchyma in the form of a lengthy period, 
up to several years, of weekly oral doses of carbon 
tetrachloride. 

The authors believe that any of the procedures here 
described disturb the normal function of the liver, as 
well as the general metabolism of the body and its 
component parts, and that they should thus be re- 
sorted to only in instances of extreme urgency. 

— John W, Brennan, M.D. 


The Influence of Surgical on the Ferment 
Activity of Enzymes (Ueber den Einfluss chirurg- 
ischer Eingriffe auf die Fermentaktivitaet im Serum). 
J. Reun, E. KOHN EIN, S. GRANER, and A, ZELLER. 
Med. Welt, 1960, p. 347. 


THE BIOCHEMICAL BACKGROUND on the following en- 
zymes is given: Serum glutamate oxalacetate trans- 
aminase (SGOT); serum glutamate pyruvate trans- 
aminase (SGPT); serum lactate dehydrogenase 
(SLDH); and, serum fructose-1, 6-diphosphate aldo- 
lase (SALD). 

In the course of 1 year, 200 patients were submitted 
to 1,000 tests with these enzymes, special attention 
being given to biliary surgery. Specific connections 
between these enzymes and biliary disease became 
evident. 

(1) In 10 patients with cholelithiasis without jaun- 
dice all had normal enzymatic values preoperatively. 
Six hours after surgery, SLDH levels were unremark- 
able. SGOT and SGPT showed 2 to 6 fold higher 
levels. SALD gave evidence of 2 to 3 fold activity. 

(2) Ten patients with cholelithiasis and choledo- 
cholithiasis and long histories of stones and jaundice 
were operated upon. All had up to 12 mgm. of biliru- 
bin and had conservative preoperative treatment for 
3 to 4 weeks. All enzymes were up to 4 to 7 times the 
normal value. The ratio of SGOT to SGPT was less 
than 1, indicating obstructive jaundice. Postopera- 
tively, all enzyme values went up 2 to 8 fold. In cases 
in which malignant growth caused biliary obstruc- 
tion, all enzyme values were excessively high. In 1 
case SLDH showed 7,900 units. In the nonmalignant 


cases SLDH values were uncharacteristic because of 


liver cell damage. Normal values did not return until 
the twelfth postoperative day. 

In 75 per cent resections of the stomach for non- 
malignant disease, all enzyme values were unremark- 
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able. Only in malignant lesions of the stomach was 
SLDH increased greatly. 

There were no characteristic enzyme changes in 
surgery for anorectal disease, hernia, appendicitis, and 
prostatic disease. In surgery for goiter and in splenec- 
tomy the ferment behavior was analogous to that in 

coup 1. 
en ferment behavior or activity was ob- 
served after surgery for obstructive biliary disease. 
Therefore, muscle trauma, general surgical trauma, 
and anesthesia damage can no longer be held re- 
sponsible for increased ferment activity. 

—Otto Weiss, M.D. 


CANCER RESEARCH AND CHEMOTHERAPY 


Studies in Tumor Autoimmunity. J. W. Finney, E. H. 

Byers, and R. H. Witson. Cancer Res., 1960, 20: 351. 
Tue AUTHORS approached their study with three ob- 
jectives: (1) To demonstrate an antitumor antibody 
rise in human beings after irradiation; (2) to study the 
effect on the antibody titer of an intramuscular injec- 
tion of an antigen prepared from the patient’s tumor; 
and (3) to determine the degree of cytotoxicity of the 
circulating antibody produced by the intramuscular 
injection of the antigen. 

The antibody titer rise which the authors observed 
after irradiation suggests that the ionizing effect of the 
irradiation resulted in a cellular disintegration of the 
tumor with the release or production of an antigen. 
This phenomenon would provide an explanation for 
the clinical observation that untreated cancer nodules 
distant from the site of a primary tumor occasionally 
decrease in size after irradiation of such a tumor. 

The second objective was accomplished by the 
demonstration that the antibody response to an intra- 
muscular injection of an antigen prepared from the 
patient's tumor homogenized in adjuvant was of 
greater magnitude than that seen after irradiation. 

The cytotoxicity of the circulating antibody pro- 
duced by the intramuscular injection of the antigen 
was demonstrated by preparing Cohn fractions I, II, 
and III from the plasma of these patients and inject- 
ing this material directly into metastatic nodules. A 
decrease in size of the cancer nodules injected with the 
Cohn fraction of the patient’s plasma occurred in all 
lesions studied. Sixty-three per cent of these lesions 
became nonpalpable within a period of 10 days. The 
changes noted in the size and consistency of the no- 
dules exposed to concentrated antibodies under these 
conditions were rather striking when compared to the 
changes noted in the size of the cancer nodules ex- 
posed to the relatively low circulating antibody titer 
after the intramuscular injection of the antigen. The 
possibility that nonspecific substances caused these 
changes was excluded by careful control studies. 

—Harvey N. Lippman, M.D. 


Observations on the Effects of Alkylating Agents in 
Human Neoplastic Disease. Byron E. Hatt, For- 
rest M, WiLtetT, and Donatp R. Hates. Ann. Int. 
M., 1960, 52: 602. 


Tus ARTICLE summarizes well the current thoughts 
concerning the clinical application of chemothera- 
peutic agents to malignant neoplasms. 


SURGICAL TOPICS OF GENERAL INTEREST 303 


It is recognized that tissues with rapid rates of 
growth are fairly susceptible to chemical compounds. 
The hemopoietic system is particularly susceptible 
to chemical poisons. Certain neoplastic solid tumors 
may also be susceptible to chemical agents. The chem- 
icals discussed in this paper are those known gen- 
erally as alkylating agents. These are represented by 
the nitrogen mustards, the ethylenimines, and the 
sulphonic acid esters. Nitrogen mustard must be 
given intravenously, or used in a cavity to control 
effusions. Chlorambucil is an aromatic nitrogen mus- 
tard that can be taken orally. Of the ethylenimines, 
there are several which are characteristic; triethylene 
melamine has been used in the leukemias, malignant 
lymphomas, and ovarian carcinomatosis; thio-tepa 
has been used in the treatment of neoplastic solid 
tumors, has not been known to be irritative to normal 
tissues, and does not delay wound healing. The intra- 
cavitary administration of thio-tepa has been well 
tolerated in doses of from 30 to 40 mgm. It was 
apparent, after studying the case reports, that a 
number of solid tumors were caused to regress by 
the use of chemotherapeutic agents. 

In some instances the local use of a chemothera- 
peutic agent has proved to be of some value. This 
was particularly true in transitional cell carcinoma 
of the urinary bladder. —Richard L. Lawton, M.D. 


Tumor Development in Adrenalectomized Rats 
Given Innoculations of Aged Tumor Cells After 
Surgical Stress. GeEorce J. M. Stawixowsk1. Cancer 
Res., 1960, 20: 316. 


RECENT work has indicated that surgical stress de- 
creases the resistance of experimental animals to in- 
oculated tumor cells. This fact could be the result of 
hyperactivity of the adrenal glands in response to 
stress. It has also been noted that a retardation of 
tumor growth by approximately one-half occurs in 
adrenalectomized rats. 

In this study, adrenalectomies and sham adrenalec- 
tomies were performed on alternate rats. Operations 
were made particularly stressful by intestinal massage 
and allowing the wound to remain unsutured for 45 
minutes. Aged, counted Walker 256 carcinosarcoma 
cells were inoculated immediately, 48 hours, or 96 
hours after operation. In a second experiment, adre- 
nalectomized and sham adrenalectomized animals 
were reoperated upon after a 6 week rest period, and 
aged cells were inoculated immediately after the 
second operation. In the first group of animals, tumors 
developed in a significantly higher percentage of 
sham adrenalectomized rats as compared with the 
control rats. Tumor incidence was not significantly 
changed in the other groups. The second experiment 
confirmed the first, in that adrenalectomized re- 
operated upon rats showed a higher incidence of 
tumors than did sham adrenalectomized reoperated 
upon rats, and the latter had more tumors than did 
the controls not operated upon. 

While adrenalectomy resulted in increased tumor 
incidence, it retarded the growth of tumors. This oc- 
curred despite equal average latent periods. It is 
possible that the physiologic response of adrenal 
glands to stress is protective against tumors, but 
adrenal insufficiency and excess of adrenal hormones 
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are both harmful to the host. The alarm reaction may 
be expected to influence establishment of tumor cells 
but not the growth rate of tumors many days later. On 
the other hand, adrenal insufficiency can influence 
not only the incidence, but also the growth of tumors. 
Furthermore, any acquired immunologic response 
would affect later growth rather than the early de- 
velopment of tumors. —<Stuart L. Scheiner, M.D. 


The Problem of Malignancy in Certain Neoplasms 
Often Considered Benign. A. C. BRopErs, SR. Am. 
J. Digest. Dis., 1960, 5: 384. 


THE AUTHOR, writing from his years of experience as 
a surgical pathologist, deplores the use of the term 
“benign” in the diagnosis of certain new growths 
which, in his opinion, contain malignant elements. 

Some groups of neoplasms which frequently have 
been termed benign are: (1) the mixed tumors of the 
salivary and lachrymal glands, and similar tumors of 
the head and neck; (2) adenocarcinoma of the so- 
called carcinoid or argentaffinoma type; and (3) the 
so-called bronchial adenoma and _ gastrointestinal 
adenomas or polyps with adenocarcinomatous 
change. 

The author cites many published and unpublished 
cases which illustrate the difficulty in classifying cer- 
tain of these lesions. He recalls his own experiences 
and the writings of others who have demonstrated the 
treacherous nature of these growths which may show 
delayed metastasis. Although some may be graded as 
being of low malignancy, none of the neoplasms men- 
tioned should ever be designated benign. 

—Enmile L. Meine, M.D. 


Toxic Marrow Failure Treated by a Homograft of 
Fetal Hematopoietic Tissue. J. B. BripcEs, J M. 
.G. 


Brinces, G. J. A. Epetstyn, A. R. Lyons, and 
Ne son. Lancet, Lond., 1960, 1: 629. 


ONE OF THE RECOGNIZED COMPLICATIONS of treating 
disseminated mammary carcinoma with thiotepa and 
testosterone is toxic damage to the marrow with peri- 
pheral pancytopenia. The authors report such a case 
in which the marrow failure was treated by injecting 
homologous hematopoietic cells from a human fetal 
liver. 

The patient was a 43 year old woman who first 
noticed a lump in the upper outer quadrant of her left 
breast in 1957. When she was first seen in 1958, the 
disease was apparently beyond surgical cure. The pa- 
tient was treated with “durabolin” 25 mgm. intra- 
muscularly once weekly for 45 weeks. She subse- 
quently received oral stilbestrol therapy and a pallia- 
tive course of roentgen therapy. She eventually also 
received additional testosterone in large doses fol- 
lowed by a course of thiotepa 30 mgm. on alternate 
days to a total dosage of 255 mgm. When it became 
apparent that the patient had a severe pancytopenia, 
she was given 18 ml. of a suspension of male human 
fetal liver intravenously. There was no untoward 
reaction and the patient’s general condition improved 
quite dramatically. She made steady progress and was 
discharged to her home 16 days after the fetal liver 
transfusion. Her white cell and platelet counts, as well 
as her hemoglobin, gradually improved. It is of inter- 
est that after the twenty-second day following the 


transfusion of fetal cells, the patient no longer had 
any nongroup-A (donor) cells in her peripheral 
lood. Her own original blood type was group A and 
the blood type of the fetus from which the liver gus- 
pension was made was group O. Four days after 
transfusion of the male fetal liver the patient’s cir. 
culating neutrophils were of the male type. This con- 
tinued until the eighteenth day when the circulating 
neutrophils were of the female type, a situation which 
has continued from that point on. Both of these fac- 
tors—reversal in the sex of the circulating neutrophils 
from male (donor) to female (host) and the absence of 
nongroup-A (donor) cells in the peripheral blood 
from the twenty-second day after the transfusion— 
suggest that the fetal graft was not permanently ac- 
cepted. Rejection of the hematopoietic graft was ap- 
parently followed by restoration of normal marrow 
function in the host. —Harvey N. Lippman, M.D. 


Spread of Cancer Cells and Its Relationship to 
Chemotherapy. Georce E. Moors, Avery A. Sanp- 
=, oy Atvin L. Watne. 7. Am. M. Ass., 1960, 

1729. 


EXFOLIATIVE CYTOLOGY and the identification of free 
cancer cells in the circulating blood have recently in- 
dicated that cancer kills by dissemination of cells 
through the blood and by direct contamination of 
body cavities, wounds, and fistulas as well as by in- 
vading adjacent tissues and by metastasizing to dis- 
tant sites where additional tumor cell replication oc- 
curs at the expense of the host. Tumor cells may be 
spread by the physician and surgeon during examina- 
tions and operative manipulations. Tumor cells can 
be isolated from the peripheral blood of patients with 
malignant lesions and from the veins draining the 
primary tumor. In a few instances, cancer cells have 
been found in the blood of patients with small, curable 
lesions. 

The study of tumor cell dissemination is particular- 
ly worthy of attention because of the great number of 
chemotherapeutic, radioactive, and immunologic 
agents being found which may have clinical value. 
Some anticancer agents probably will be useful clini- 
cally against unestablished tumor cells, even though 
they are ineffective systemically against solid tumors. 

—W. Foster Montgomery, M.D. 


Regional Perfusion with Cytotoxic Agents. D. B. 
Lonemore. Lancet, Lond., 1960, 1: 673. 


IN THIs REPORT, a small series of brain and limb tumors 
was treated by regional perfusion and an attempt 
was made to evaluate the method. 

The surgical technique of perfusion of the brain, 
leg, and arm is described in detail. Careful isolation 
of the part to be perfused prevented leakage into the 
general circulation. The drugs used were nitrogen 
mustard and malphalan ester hydrochloride. These 
drugs are believed to act on the early stages of mitosis. 
Pathologic examinations of the tumors were made by 
biopsy before and after treatment. 

In no one of the cases reported was there clinical or 
pathologic improvement. However, good technique 
has been developed, and it is hoped that in the future 
perfusion, perhaps with other drugs, will prove bene- 
ficial. —Minam Miller, M.D. 
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Effects of Cancer Chemotherapeutic Agents on the 
Human Fetus. JosEpH E. Soxat and M. 
LessMANN. J. Am. M. Ass., 1960, 172: 1765. 


OccaASIONALLY, pregnant women with disseminated 
malignant disease are seen as candidates for palliative 
therapy with irradiation or chemotherapeutic agents. 
A major factor in reaching decisions regarding ther- 
apy in pregnant women is the possibility of producing 
damage to the fetus. 

The effects on the human fetus of chemotherapeutic 
agents for cancer have been reviewed. Follow-up in- 
formation has been assembled on children born to 
women treated with various cytotoxic agents during 
pregnancy; the oldest child traced is now 10 years of 
age. 

in addition to being a potent aborti- 
facient, can induce major fetal abnormalities when 
administered during the first trimester of pregnancy. 
Other drugs in clinical use have proved far less toxic 
for the fetus than would have been anticipated from 
theoretical considerations or animal experiments. 
Busulfan and 6-mercaptopurine, administered in al- 
ternating courses throughout pregnancy, produced 
multiple severe fetal abnormalities, although neither 
drug alone produced major fetal damage. No reports 
of important fetal abnormalities have been encoun- 
tered in cases in which chemotherapeutic drugs were 
used only after the first trimester of pregnancy. 

—W. Foster Montgomery, M.D. 


Chemotherapy of Carcinoma of the Bladder. James W. 
Morrow. Brit. 7. Urol., 1960, 32: 69. 


BLADDER CARCINOMA was treated by citral, an essen- 
tial oil belonging to the acyclic aldehyde series of the 
perpene group, the principal constituent of lemon 
grass. The preparation was administered orally in the 
form of an enteric-coated capsule containing 0.25 ml. 
of citral in 0.75 ml. of olive oil. The dose was 4 ml. 
(800 mgm.) daily. 

Forty-four patients were thus treated after hemo- 
globin, white blood cell count, and blood urea nitro- 
gen were determined. Toxicity was evaluated by the 
serum thymol turbidity test and a serum bilirubin 
test in several patients. Cystoscopy and biopsy were 
performed, both preoperatively and postoperatively. 
Mild reactions were encountered in 18 patients who 
were treated for varying periods up to 4 months be- 
fore they died without improvement. In 26 patients 
the periods of treatment were greater than 4 months. 
Of these patients 6 were benefited, the condition of 5 
was unchanged, and that of 3 deteriorated. The 
severity of bladder symptoms decreased in 3 patients. 
Three patients with extensive disseminated disease 
were considered to have been palliated. Six patients 
with a variety of extravesical types of involvement 
were not benefited. —Paul R. Leberman, M.D. 


The Survival Rate in Patients with Cancer of the 
Larynx (Contributo alla studio della sopravvivenza 
dei pazienti cancerosi). ANNA M. Panpo.rt. Tumori, 
Milano, 1960, 46: 1. 


THE SURVIVAL TIME for 496 patients with laryngeal 
cancer observed at the Tumor Institute at Milan, 
Italy has been compiled for the consecutive periods of 
1928 to 1937, 1938 to 1947, and 1948 to 1952 and 
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compared with that of the general population. The 
material was so tabulated as to admit of comparison 
with the cancer patients of the same age (expected 
survival). After all the statistical figures had been re- 
duced to percentages and the differences between the 
expected survival of the general population and the 
observed life expectancy of the cancer group were 
computed, this difference was taken as grossly the loss 
of life expectancy of the patient who had laryngeal 
cancer. 

By this means it was found that the expected 5 year 
survival of the cancer patients would be 95.91 per 
cent, while the observed survival of this same group 
was 39.11 per cent, a difference of 56.80. However, 
there was statistically valid improvement in the fig- 
ures for the cancer patients, which was progressively 
greater for each of the 3 aforementioned successive 
periods. 

In order to analyze statistically the effects of the 
age of the patient upon the malignancy of the neo- 
plastic process, the patients with cancer were divided 
into 5 year age periods and the same calculations ap- 
plied as for the entire series, and for each of these 5 
year age groups the patients were classified into those 
who were judged to be susceptible to the application 
of surgery or irradiation therapy with intent of cure 
and those who were considered susceptible only to 
palliative measures. 

It was found that in both of these classifications the 
life expectancy increased with the increasing age of 
the patient. This increase in the observed survival pe- 
riod of the patient with laryngeal cancer, in con- 
sonance with the increasing age of the individual so 
affected, speaks in favor of the widely held opinion 
that the malignancy of laryngeal cancer decreases 
with the advancing age of the patient. 

—John W. Brennan, M.D. 


ORGAN TRANSPLANTS 


Homotransplantation of the Dog Jejunum. James R. 
Mack, Paut Natuan, B. C. WEXLER, B. GONZALEz, 
and Benjamin F. Miter. Plastic Reconstr. Surg., 
1960, 25: 391. 


THE AUTHORS report studies on homotransplantation 
and autotransplantation of vascularized segments of 
the dog jejunum. The technique of choice for trans- 
plantation of a segment of the dog jejunum with its 
blood supply from one animal to another was found 
to be an end-to-end anastomosis of the superior 
mesenteric vessels of the donor to the common iliac 
vessels of the host. 

Best preparations were obtained by establishing a 
fistula of the transplanted segment, bringing the 
proximal end out through a stab wound in the ab- 
dominal wall, and implanting the distal end into the 
small intestine of the host. 

The course of homotransplant rejection was fol- 
lowed in 14 technically successful operations in which 
the transplants survived for an average of 7 days as 
evidenced by the presence of bleeding after biopsy 
and by microscopic studies. Three of the 6 true auto- 
transplants were successful. The remaining 3 were 
lost, due to thrombus formation in the small jejunal 
vessels. —Stephen A. Kieman, M.D. 


neral 
and 
SUS- 
after 
con- 
ating 
Thich 
fac- 
phils 
ce of 
lood 
on— | 
y ace 
ap- 
rrow 
p to 
)AND- 
1960, 
f free 
ly in- 
cells 
on of 
in- 
) dis- 
n oc- 
nina- 
with 
the 
have 
rable 
ular- 
er of 
logic 
alue. 
clini- | 
ough 
mors. 
D. 


306 International Abstracts of Surgery - September 1960 


GENERAL DISEASES OF OBSCURE ETIOLOGY 


Sarcoidosis, RANES CHAKRAVORTY and Raymonp K. J. 
LuoMAnEN. WN. York State 7. M., 1960, 60: 657. 


Many aspects of sarcoidosis remain enigmatic. Diag- 
nosis is not difficult on histologic examination but is 
based upon exclusion rather than specific histologic 
pattern. When chest lesions are prominent in the 
clinical picture, exploratory thoracotomy may be 
necessary to establish the diagnosis. 

Review of 39 cases reveals that the most significant 
physical finding in all cases reviewed was peripheral 
adenopathy. Also noted were hepatomegaly and sple- 
nomegaly, papular rash, erythema multiforme, eye 
involvement, skin nodules, and abnormal findings in 
the lung fields. 

In 10 of 39 cases scalene node biopsy was carried 
out and was positive in 9. In 5 of 39 cases reviewed, 
thoracotomy was performed before the correct diag- 
nosis was made. It should not be forgotten that other 
malignant disease may mimic sarcoid or that sarcoi- 
dosis may coexist with another more serious patho- 
logic process. —Carl H. Calman, M.D. 


PROSTHESES 


The Effect of Specific Compression on Soft Tissue 
Response to Formalinized Polyvinyl Alcohol (Iva- 
lon) Sponge. Jack B. BLuMBeRG, Paut C. GriFFITH, 
and K. Arvin MerEnp1no. Ann. Surg., 1960, 151: 409. 


THE AUTHORS studied the response of soft tissue to 
ivalon sponge, the sponge being compressed to ratios 
of 1:1, 3:1, 5:1, and 10:1 and implanted in the sub- 
cutaneous tissues of dogs. These sponges measured 2 
by 2 cm. and were 2 mm. thick. Teflon squares of 
similar dimensions were used as controls. 

It was noted that the sponge of low compression 
rapidly became entrapped in the surrounding con- 
nective tissue and shrank to 50 per cent of its original 
size within 3 months. By contrast, implants of high 
compression (10:1) were freely movable and mini- 
mally decreased in size. Microscopically, in the low 
compression specimens a marked fibrous tissue inva- 
sion of the interstices of the prosthetic and connective 
tissue encapsulation was seen. Seven months later, 
calcification was demonstrated within the interstices 
of the prosthesis. Calcium salt deposition appeared to 
parallel the fibrous tissue ingrowth. Implants of high 


compression became encased in a calcium shell with 
less calcification in the interstices of the material. 

The teflon implants showed slight connective tissue 
ingrowth after 6 months and no evidence of calcifica- 
tion as determined by Von Kossa’s method. 

The authors therefore concluded from this study 
that: (1) polyvinyl sponge (ivalon) is not an ideal 
prosthetic material, and (2) the pattern of calcifica- 
tion within and about ivalon implants makes ivalon 
undesirable in most clinical conditions, since fracture 
of the material can occur. —John 7. Hudock, M.D. 


PHYSICAL REHABILITATION 


The Use of Stored Skin in the Plastic Correction of 
Scoliosis Secondary to Poliomyelitis (Plastia con piel 
conservada en las escoliosis poliomieliticas). V. Sancuis 
Oumos. Rev. ortop. traumat., Madrid, 1960, 4: 1. 


SEVERAL TYPES OF MATERIAL such as heavy silk, steel 
wire, fascia lata, and autogenous muscle have been 
employed for the correction of scoliosis secondary to 
poliomyelitis. After a short critical review of these 
procedures and a brief consideration of the physio- 
pathology of this condition, the author gives his own 
technique for the plastic correction of scoliosis sec- 
ondary to poliomyelitis using cadaver stored skin. 

A series of 18 patients on whom 29 operations and 
37 dermoplastic procedures were performed is pre- 
sented. The author claims 100 per cent mechanical 
and 97.7 per cent roentgenographic improvement. 
All patients were able to sit down or to maintain the 
erect position after the operation which they had not 
been able to do preoperatively. The 18 patients who 
underwent operation were those with the worse prog- 
nosis selected from among more than 1,000 patients 
with poliomyelitis seen on the author’s service for the 
past 6 years. There was only 1 postoperative death; it 
occurred 48 hours after operation. Cause of death was 
not determined because no autopsy was done. 

The skin was well tolerated in all patients except 1 
in whom the healing process was somewhat delayed 
because of wound dehiscence. 

Although the number of patients operated upon is 
too small and the time since the first operation too 
short, 6 years, the author believes that this procedure 
is useful enough to be tried, particularly in those pa- 
tients with marked weakness of the abdominal wall 
and the trunk. —Rafael G. Sorrentino, M.D. 


